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STATE OF CALIFORNIA-—HEALTH AND WELFARE AGENCY

DEFARTMENT OF SOCIAL SERVICES
744 P Street, Sacramento, CA G§5814

January 6, 1993 ‘
REASON FOR THIS TRANSMITTAL

ALL-COUNTY LETTER NO. 93-01 f 1 State Law Change

[ 1 Federal Law or Regulation
Change

[X] Court Order or Settlement
Agreement

{ ] Clarification Requested by
One or More Counties

[ 1 Initiated by SDSS

TO: ALL-COUNTY WELFARE DIRECTORS

SUBJECT: IMPLEMENTATION OF MILLER V. WOODS II (Miller II)

REFERENCES: ALL-COUNTY INFORMATION NOTICE NO. 1-37-84
ALL-COUNTY LETTER NO. 84-58
ALL~COUNTY LETTER NO. 88-101
ALL-COUNTY LETTER NO. 88-110
ALL-COUNTY LETTER NO. 90-48

The Superior Court ©f San Diego entered an amended judgment in
the Miller v. Woods II case on July 15, 1991. The purpose of
this letter is to provide you with an overview of the court case
as well as specific instructions and materials necessarv to plan
for its 1mplementatlon. Attached are the following materials:

1. A copy of the Mxller v. Woeods II final court judgment.

2. A copy of the proposed draft regulatmons.

3. A copy of the Explanatory Flyer, the Provider Standard
Claim Form, the Provider Supplemental Claim Form and the
Eligibility Determination Worksheets. ,

4. 1IHSS Monthly Unearned Maximum Income and Resources Table.

Basis for Second Implementation of Miller v. Woods Court Order

As relayed in ACIN No. 1-37-84, on October 21, 1983 the Court of
Appeal, Fourth District, invalidated Manual of Policies and
Procedures (MPP) Section 30-463.233c, which prohibited payment to
housemates and spouses for providing protective supervision, and
ordered the California Department of Social Services (CDSS) to
grant prospective and retroactive relief. On September 9, 1988,
CDSS implementeu the terms of this first judgment, called Miller

-however, because of difficulties with that implementation, the
court issued an amended Jjudgment on July 19, 1991 which directed
the SDSS to take additional steps. This second effort is called
Miller II, and among other things extends the claiming period
from six to eight months, awards prejudgment interest on
retroactive payments, and allows for claims for underpayments
along with retrocactive payments.




Proposed Emergency Regulations

Attached for your information and implementation planning
purposes is a copy of the proposed draft regulations. The
regulations are based upon the terms in the attached court
judgment and are intended to provide a system by which
retroactive and underpayment eligibility for protective
supervision can be determined and payments made to eligible
claimants.

It is anticipated that these regulations will become effective
on, or near, February 1, 1993, Counties will receive an approved
version of the emergency regulations through normal distribution
procedures upon approval by the Office of Administrative Law and
filing with the Secretary of State. 1In the meantime, Counties
are encouraged to use the proposed draft regulations as a means
for planning for the February 1, 1993 implementation of the
Miller v. Woods II court case. It is anticipated that SDSS will
provide training on the claim processing procedures for County
Welfare Departments (CWDs), as well as for Administrative Law
Judges (ALJs). Counties may contact Ms. Rosa Estes of the IHSS
Policy Unit at (916) 657-2157 for any specific clarification or
procedural instructions which may be needed.

Definition of "Claimant"

A claimant is defined as any person who files for retroactive
payments under the Miller v. Woods II court case. What will
distinguish those claimants who may be eligible for payments from
those who will not is whether the claimant is found to be "class
eligible." The "class eligible" criteria is defined in detail in
the attached draft regulations. Briefly, class eligibles can be
either recipients who, because they were denied protective
supervision, paid a friend, relative or spouse to provide
protective supervision during the retroactive period. Or, they
can be friends, relatives or spouses who provided the service
without IHSS compensation. Counties are instructed to accept all
claimg. If it is determined that the person filing the claim is
not "class eligible," Counties are instructed to issue a Notice -
of Action (NOA) denying the claim with an explanation of why the
individual was not determined to be class eligible.

Explanatory Flvers and Standard Claim Forms

Attached is a copy of the Explanatory Flyer (TEMP 2031}, in
English on one side and Spanish on the other, which will be sent
to potential Miller v. Woods II claimants informing them of their
potential entitlement to retrocactive payments and underpayments.
The TEMP 2031 and the Provider Standard Claim Form (TEMP 2000)




will be sent to all IHSS providers who have bheen identified
through the Case Management Information and Payrolling System
(CMIPS) as having lived at the same address as an IHSS recipient
at any time from 1980 through November 1988. In Miller II there
is a Recipient/Applicant Standard Claim Form (TEMP 2028) as well
as the Provider Standard Claim Form.

Posters

The language on the posters (TEMP 2042), in English and Spanish,
is modeled after the Explanatory Flyer. The central office in
each County, as well as Social Security Administration (SSA}
offices, legal aid organizations, independent living centers,
Area Agenciles on Aging (AAA), and Multipurpose Senior Services
Program (MSSP) site locations will receive a supply of posters,
as well as Explanatory Flyers and both types of Standard Claim
Forms. These organizations are instructed to distribute a poster
to each office having contact with the public and to ensure that
the posters are placed in locations where they can easily be seen
by the public, and distribute an Explanatory Flyer and the
appropriate Standard Claim Form upon request. Counties are also
instructed to distribute the poster to offices which administer
Adult Services programs and have public contact, insure that the
posters are placed where they may be viewed by the public,
distribute the appropriate forms upon request, and provide
assistance to claimants needing help completing the claim forms.

Supplemental Claim Forms

The Supplemental Claim Forms, for providers {(TEMP 2001) and.
reclpient/applicants (TEMP 2029) are to be kept on hand in those
offices where it has been determined that claims will be
processed. The Supplemental Claim Form is to be issued to
claimants only after a Standard Claim Form has been completed and
the County is unable to locate either a record of an approved or
a denied IHSS case, or the available case record dces not contain
sufficient information for determining retrocactive IHSS
eligibility. '

Part III on the form asks the claimant for the average monthly
income and resources of the person who received protective
supervision. Counties are instructed to compare the monthly
amounts provided by the claimant with the amounts on the income
and resources table described below. Any period(s) claimed in
which either the income and/or resources are above the amounts on
the attached table would constitute a denial for that period(g).



Mailing of Court Case Materials

A supply of the forms, flyers and posters will be sent to the
Miller II contact person in each County during January 1993,

Each County contact is responsible for distributing the Posters,
Explanatory Flyers and Standard Claim Forms to district offices
which administer Adult Services programs and have public contact.
Counties needing additional quantities may order through the CDSS
warehouse by completing a GEN 7278 and identifying the
material{s) needed by form number. The surplus of materials
being stored in the warehouse is limited. Counties are therefore
instructed to request only those amounts actually needed.

Pending the receipt of any ordered materials, Counties may wish
to photo copy any of the flyers and/or forms as needed. Below is
a list of all forms used in the impiementatign of Miller II by
the claimant and the CWD in processing the claims:

Temp 2042 Miller v. Woods Poster

Temp 2031 Miller v. Woodg Explanatory Flyer

Temp 2000 Miller v. Woods Provider Standard Claim
Form

Temp 2001 Miller v. Woods Provider Supplemental Claim
Form

Temp 2003 Miller v. Woods Provider Retroactive

Paymenthligibility Determination Worksheet

Temp 2002 Miller v. Woods Provider Underpayment
Eligibility Determination Worksheet

Temp 20238 Miller v. Woods Applicant/Recipient
Standard Claim Form

Temp 2029 Miller v. Woods Applicant/Recipient
Supplemental Claim Form

Temp 2027 Miller v. Woods Applicant/Recipient
Retroactive Payment EJigibility
Determination Worksheet

Temp 2030 -Miller v. Woods Applicant/Recipient
Underpayment Eligibility Determination
Worksheet




IHSS Maximum Unearned Income and Resources Table

Attached as page 8 of this ACL is an IHSS Maximum Unearned Income
and Resources Table for the retrocactive payment and underpayment
claim periods. Counties are instructed to use these income and
resource limits when retroactive and underpayment eligibility for
IHSS must be established through the use of the Supplemental
Claim Form. If, for any pericd claimed, the amounts on the
Supplemental Claim Form indicate that the income and/or rescurces
of the person claimed to have received protective supervision are
higher than the income/resource amounts on the Table, Counties
are to deny the claim for the period in which the amounts are
higher. Counties are instructed to limit the use of the Table to
Miller v. Woods cases only.

Authorized Representatives

An authorized representative is defined as a legal censervator,
an executor, or any other individual having a written statement
signed by the claimant verifying that he/she has been given
written authorization to act on behalf of the claimant. It is
possible that a recipient may be deceased and his/her estate
could be potentially eligible for retrocactive payments and
underpayments. In these instances, the executor of the estate
must act as the deceased claimant'’s authorized representative.
Counties are instructed to cobtain written verification from the
individual claiming to be the legal/anthorized representative.

Reopened Miller I Cases

CDSS, through CMIPS, will reopen Miller I claims which were
denied solely for filing after the Miller I final f£iling date of
March 9, 1989, and send a list of reopened Miller I claims to
each County. EDS will send these individuals a notice informing
them that their Miller I claim has heen reopened, and a Standard
Claim Form in order for them to claim underpayments. These
Miller I reopened claims will be processed for retroactive
payments and underpayments using the enclosed regulations.
Miller I claims that are returned as undeliverable will be
remailed using updated addresses if possible and with an CDSS
return address. Miller I claims that are returned as
undeliverable a second tine will be returned to the appropriate
County who shall mail the original NOA if County records contain
an updated address., If there 1s no updated address or the NOA is
returned a third time, the County will prepare and mail a denial
NOA to be included in the case file to serve as evidence of lost
contact and final closure of the claim.



County Transfer Procedures

Counties which receive a Miller II claim where services were
provided or received either fully or partially in another County
shall transfer the full or partial claim to the other County(ies)
by sending a copy of the claim to each affected County. The CWD -
shall alsc send a Notice of Action to the claimant within ten
calendar days of the filing date notifvying the claimant of the
transfer., This procedure will also apply to reopened Miller I
claims. CMIPS procedures regarding County transfers will be
transmitted under separate cover.

County Statistical Reporting

The Miller II amended judgment requires CDSS to compile monthly
statistical information on claims for retroactive payments and
underpavments, as well as the status of reopened Miller I claims.
The information required will be collected through CMIPS. It 1is
therefore important that Counties carefully follow the CMIPS
instructions, which will soon be released, so that accurate
counts may be obtained.

Cagse Retention

Counties were advised in All-County Information Notice

No. 1-37-84 to avoid destroying any case files, applications,
denials or other records pertinent to cases which may be eligible
for retroactive payments (i.e., recipients with housemates). For
ease 1n locating case records once the claim period begins,
Counties may now wish to retrieve any case records or documents
which may have been identified as potentially eligible Miller II
cases, as well as any information related to Miller I claims
filed under Miller I.

Related to this is a regquirement contained in the Miller II
regulations which instructs Counties to retain any and all

information received and/or obtained regarding Miller I and
Miller II claims in case related files. '

It is anticipated that CDSS will conduct Miller II case reviews
in late 1993 or esarly 19%4. Counties are instructed to retain
all approved and denied Miller I and Miller II case files for at
least the normal three-year retention period. This includes any
claims which may be filed after the end of the claim period. 1If
it is determined that a need exists to retain these cases/claims
beyond the three-year period, Counties will be notified through a
future All-County Letter.




Funding for County Administration of Court Case Related
Activities

Statewide funds for the administration of each of the court cases
will be allocated using the same methodology as that used for
Miller I described in ACL No. 88-101, or on the basis of each
County's percent to statewide total of IHSS caseload activity
with each County guaranteed a minimum allocation of $100.

Additionally, when performing case related activities including
receiving applications, researching case records to determine
eligibility, calculating payments and capturing data involving
CMIPS, County workers will time study to IHSS staff activities
and not to a separate line item.

The CMIPS instructions and procedures will be mailed to Counties
under separate cover. In the meantime, information needed for
planning purposes should be directed to Wayman Hindsman at

(916) 657-2134.

Any gquestions regarding Miller v. Woods II policy and
implementation of the regulations should be directed to
Rosa Estes at (916} 657-2157.

ult and Family Services
Attachment

co CWDA




MILLER VS,

WOCDS II COURT CASE

IHSS MONTHLY UNEARNED INCOME MAXIMUM TABLE

PERIOD COVERED

1/79 thru
7/79 thru
7/80 thru
1781 thru
7/81 thru
7/82 thru
7/83 thru
1/784 tharu
T/84 thru
?/85 thru

7/85 thru

6/79
6/80
12/80
6/81
6782
6/83
12783
6/84
12/84
6/85
8/85

FOR INDIVIDUALS

AGED/DISABLED

NSI
$758.60
$836.00
$954.00
$972.00
$1040.00
$1052.00
$1085.00
$§1101.00
$1135.00
$1162.00

$1198.00

51
$948.60
$1040.00
$1189.00
$1207.00
$1297.00
$1309.00
$1353.00
$1369.00
$1418.00
$1445,00

$1498.00

BLIND

NST
$796.60
$850.,00
$1003.00
$1023.00
$1093.00
$1107.00
$11480.00
$1159.00
$1193.00
$1223.00

$1259.00

SI
$986.60
$1083.00
$1238.00
$1258.00
$1350.00
$1364.00
$1408.0¢
$1427.00
$1476.00
$1506.00

$1559.00

The resource limit for the period 1/79 through 12/84 was $1500

for an individual and $2250 for a couple,.

From 1/85 through

8/85, the resource limit was $1600 for an individual and $2400
for a couple,.

This table 1s to be used only in determining eligiblity for

MILLER v.

WOCDS II cases.
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CHARLES WCLFINGER, SBN 63467
4632 Cass Strest

San Diego, CA 892109

{618) 272-8115

ANSQON E. LEVITAN, S28N 1122133
GREGORY E. KNQLL, SBN 59608

LEGAL AID SOCIETY OF SAN DIEGC, INC.
110 South Euclid Avenue

San Diego, CA 92114

(618) 262~5557

ELENA ACKEL, SBN 53046

MARILYN HOLLE, SBN 61530

LEGAL AID FOUNDATICON OF 1LOS ANGELES
1636 West Eighth Street, Ste. 312
Les Angeles, CA 90017

(213) 487=-3320

DEBORAH BAILDWIN, SBN 83189

BET TZEDEK LEGAL SERVICES

145 South Fairfax Avenue, Ste. 200
Los Angeles, CA 350036 -

(213} $39-0506

Attorneys for Petitioners/Plaintiffs

8 X
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Flark ad ihwa Qiemmrias ~aurt

JUL 1818

By: P. SERNSTEIN. Degu

SUPERIOR COURT_ OF CALIFORNIA

COUNTY OF SAN DIEGO

HARCLD and JOSEPHINE MILLER,
Petiticners, _
V.

)
)
)
)
)
)
)

MARTON J. WOODS, Director, State
Department cf Social Services,

Respondent.

WELFARE RIGHTS ORGANIZATION OF
SAN DIZGO, INC., et al.

Petitioners/Plaintiffs,
V.
LINDA S. McMAHON, et al.,

Respendents/Defendants.

)
)
)
)
)
)
)
)
)
)
)
)
)
)
)
)

Date:
Time:
Dept:
Trial

CASE NOS. 468192, 472068

5310138

JOINT MCTION TO APPROVE
AMENDED JUDGMERTS

July 15, 1s91
9:00 a.nm.
4

date: None
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The parties submit the amended judgments in these cases for
the court’s apﬁroval. The amended judgments, like the originail
ones, will ke implemeﬁted together in two stages: claims processing
and monitoring.

The court should approve them because they are fair and

adequate to the class. (Anthonv v. Superior Court (1976)

5% Cal.App.2d 760, 771-72.) The court has previocusly ordefed and
approved the basic changes in the amended judgments.

The changes in the judgments cover the claims processing
stage. They incorporate the court’s Order Re Metion For
Supplemental Relief (filed Nov. 19, 18%0) in Miller, the agreements
in the Joint Status Report (filed Mar. 22, 199%1), and technical

changes from later negotiations. The changes set out the basic

steps for DSS to follow in enough detail, particularly in light of

the proklems in Miller I, to avoid future implementation problems.

The key to monitoring DSS’s actions during the claims
processing stage is the bimonthly reports to class counsel. With
such regular and timely infcrmation; the parties believe they can
work out the details of impiementation without court action. The
claims processing stage will be completed in eighteen (18) months
by DSS estimate.

The court should set the next status conference for
Décember,-lssz. The parties anéicipate that the only judicial
action in this case w}ll be to approve a monitcring plan and the

final DSS compliance with the judgnents.
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[}E KEEWETH E& MAHTE
Clerk of the S-uoenufoc?;in

JUL189 1991

By: p. BERMSTE!N, Deputy

SUPERICR CQURT OF THE STATE OF CALIFORNIA

COUNTY OF SAN DIEGC

HAROLD AND JOSEPHINE MILLER,

Petitioners

MARION J. WOODS, Director of the
State Departm:nt of Socizl Services,

Respondent,

COMMUNITY SERVICES CENTER FOR THE
DISABLED, et.al.,
Petitioner/Plaintiffs
vl
MARION J. WOODS, et al.,”

Defendants.

s

77

4
//
//

CASE NO. 468182

CASE NO. 472068
AMENDED JUDGMENT
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The partie:z Joint Motien To Approve Amended Judgment
was heard on July 16, 1991. Charles Holfinger appeared as
counsel feor petiticﬁers/plaintif‘s ("petitioners"). Michael V.
Hammang, Deputy Attornev General of the State of California,
appeareé &t counse. for respondents/defendants (“Eespondents").

The court hzs considered the decision of the Court of

Appezl, Feourtn Distriect, in Miller v. Woods, 148 Cal.App.3d 862

(19833, the Flezlirgs and papers on file herein and the
argument:z ¢l counsel, and being fully advised in the premises,

now therefeore,

ZRIZY ORDERSZ, ADJUDGES, AND DECRFES:
I. LCLASE CERTIFICATION = This suit is certified and
maY fbreoceed £: 2 clezcs zetion for = declaratory judgment and a

hezncezte uUnder Code of Civil Procedure (C.C.P.)Y Sectian
T0EC. The clzss is defined zs:

gll gprplicznts for and recipients ef In-Home

Supportiv

1]
i
[11]
1
<4
[
[§]
[}
1n

(IHES), and their housemate providers, who
have been since April 1, 1279 or will be disqualified from

receiving prcocitective supervision services or compensation

{3

there?or..sslely because of respondents' enforcement of Manuzl
of Policies znc Procedures (MPP) Section 30-763.233c or the

continuing effects therecs.

- -

jw ]
4]

L]

LARATORY JUDGMENT - This court makes “the
following declarztion of the parties' rights pursuant teo C.C.P.

Secticn 1080:

’/
/Y
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A, Invalidity of MPP Section 30-763.233c - MPP

Section 230-763.233¢ (formerly numbered MPP Section 30-463.233¢c)

is invalid for the reasons set forth in Miller v. Woods, suprs,

148 Cal.App.3d at 876-81, because it conflicts with:

1. Welfare ahd Institutions Code Sections
12306, 12301, 12304, 12304.1, and 12350;

2. the Rehabilitation Act of 1973, 29 b.s.C.
Section 794, a;d implementing federal regulations, 45 C.F.R.
Section 84.4(b) (1980); and

3. the equal protection guarantees in Article
I, Zecticn 7 of fhe California Constitution and the Fourteenth

Amendment to the United States Constituticn.

B. Entitlement to Retroactive Benefits - The

individually named petitioners and the class are entitled to
restora;ion of all IHSS compensation for protective supervision
services provided that was denied solely pursuant to
respendents' enforcement of MPP Section 30.763.233¢ for the
following periods:

1. Nonwspouse providers « Honespouse

petiticners and class members are entitled toc retrcactive
benefits for the period from April 1, 1979 through April 30,
198'&.

2. Spouse providers - Spouse .

petitioners and c¢lass members are entitled to retrocactive

[

benefits from April 1, 1979 through July 331, 1981.

c. Entitlement to Underpayments - Class membe%s are

entitled to underpayments from May 7, 1984 through August, 1985




10
11
12

13"

22
23
24
25
26
27

*APER
TALIPTAMLA
EREY., B.724

fer county errors in failing toc correctly pay for preotective
supervision. Underpayments shall be issued in accordance with
Pepartmental regulations found at MPP Section 30-768.4.

D. Entitlement to Prejudgment Interest - Those

named petitioners and class members determined eligible for
retroactive benefits are entitled to prejudgment interest ét
the statutory rate on the amount of benefits., The period of
entitlement begins on the date when the payment was originally
owed 1If MPP Seeation 30-763.233¢c had not been enfaorced, and ends
on the last day of the month fellowing the month in which

payment is authorized.

E. The Need for Immediate Imﬁlementation of the

Judgment - Any delay in implementing the terms of %his Judgment

will:
] 1. deprive IHS% applicants and recipients_of
hcocusemate providers:

2. increase the risk of institutionalization
of persons otherwise"abie to remain in their homes with 2
housemate provider cﬁmpensated under the IHSS Program;

3. impose substantial economie hardship on
housemate providers-whc have provided or continue %o provide
uncompensated protective supervision services to eligible
applicénts and reciplents; and & .

L, impose substantial economie hardship on
reciplents who have paid housemste providers for protective

Supervision and who have not been compensated under the IHSS

Program.
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III. WRIT OF MANDATE FOR PROSPECTIVE ENFORCEMENT -

Let the writ of mandate issue pursuant to C.Q.P. Sectieon 1085
on behalf of petiticnérs and the class defined in paragraph I,
ccmmanding respondent Woods, his successors in office,
officers, employees, agents, representatives, and z2ll1 other
persons acting in his behalf or subjeet to his control or
supervision, including his statutory agents, the board of
supervisors cf.each county of California and the directors of

ezch county welfare department to:

A, Cease Enforcing MP? Section 20-762.233¢c - Cezse

enforeing MPP Section 30-763.233¢ or any similar policy or
Practice in any manner that denies an otherwise eligible person
protective supervision services or compensation therefor solely

because the provider is a housemate.

E. Voluntary Service Regulations = Fromulgate

regulstions t¢ require a statement signed by the provider when

the provider agrees to provide voluntarily any compensable

services, The stztement shall indicate that the provider knows
of the right to compensated services but voluntarily chocses
not teo accept any payment.or reduced payment for the provision
of services.

c. Provide Claim Information - For a period of

eight months following the effective date of the beginning of
the claim period as contained in the regulations {(described in
paragraph V) supply any person who inquires about eligibility

for benefits under this judgment, however described, with the

Clzaim Form, Supplemental Claim Form and the Explanatory Flyer.
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IV. WRIT QF MANDATE FOR IDENTIFYING AND NOTIFYING

CLASS MEMBERS OF THEIR RIGHTS TO RETROACTIVE RELIEF - Let the

writ of mandate issue pursuant to C.C.P. Section 108% on behalf
of the persons and commanding the persons described in

Paragrapﬁ ITI to:

A. Identify All Individual Provider Class Members

~Use the IHSS Payrolling System data from January 1, 1980 to
November 30, 1588 to identify individual providers who at
anytime lived at the same address as a recipient as follows:
1. January, 1980 through April, 1884: ail
groviders sent notices in Miller I, including those with
granted claims; :
2.  May, 198% through June, 1986: all
providers with the same address zs recipients, not including
any in A.1 above; ——
3. July, 1988 through Ncvember, €988:
providers with the same address as recipients who were
authorized protectivg supervision, not inecluding any in A.1 or

A.2 above,

B. Reopen Claims Denied As Untimely Filed

BSS will take the following steps to recpen and
process claims denied as untimely filed in Miller I:

1. By CMIPS contractor, identify and produce a
list by county of ﬁll claims denied as untimely filed up to
June 30, 198%;

2. Send each county the list in IV.B.1;

3. Develop a specizl notice for claimants
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whose cases are recpened;

4, Mail this noctice tc each elaimant at the
latest address available to CMIPS contractor;

5. Instruct counties to process reopened
claims during the regular Miller II claims process according tc
the regulations, forms and instructions developed for that
process.

.6. Ensure separate reporting for reopened
claimsh

“C. Notifvy All Class Members Of Their Right To

Retrcactive Relief

1. For each class member identified under

subparagraph IV. A:

2. Determine the current mailing address
by using services provided by the Franchise Tax Board; znd

b, By n; later than the effective date
©of the beginning of the claim period as contzined in the
regulaticns (paragraph V) send to the current address by first
class mail z copy cf.the IESS Protective Supervision
Explanatory Flyer (Attachment 3) and Clainm Form set forth in

subparagraphs IV € 3 and 5 below.

2. Public MNotices « Issue Standard Clzim

Forms, Explanatory Flyer (Attachment 3} and posters in English
and Spapish in the =ize of 17" x 22" modeled after the
Explanatory Flyers: in sufficient numbers tc each of

/7 |

/7
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- 1 the following: E
2 z. Each county welfare department with r
S instructiconsz e disblay the posters in prominent locations in g
4 every office having contact with the publie for the eight (85 i
5 month period beginning with the effective date of the beginning!
6 of the clair pericd zs contained in the regulations described f
7 in Paragrezph Vv, !
8 - b. All interested organizstions and {
° groups listed irn Appendix A with = request to display thg '
loi pPosters Irn z rrcocninent lecatiocn and to distribute the
ll; Explanatery Tlver znd Standard Claim form on request for the
12& eight (8) month period beginning with the effective date of the
13" beginning of tne clgzinm periocc zs contained in the regulations
14 dezcribeg Ir Fzragresph V.
15?. c. Festers only will be sent to Federal
lSF Scelal Security Adminicstrztien ;ffices with 2 request to
l7f displeay thern in 3 prominent loecation for the eight (8) month
18; period beginning with the effective date of the beginning of
lQi the claim period zs contained in the regulations described in
20% Paragrzph V.
2l§ 3. Standafﬁ Clzim Form « The standard eclainm
22% fors shall be written in plzin English and substantially
i
23? conform to Attachment 1 hereto, except as amended in Seetion V-
24& E below., 2 Supply of forms translated into Spanish shall be
ESI Kept on hznc and d;sbursed upon request.,
28 v, Supplemental Claim Form - The supplemental
27 o
[eaciommia
Y iNEY, 8720
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11
12
13

15
1l

17,

claim form shall be written in plain English and substantizlly
cenform to Attachment 2 hereto, and include proof cf age,
blindness or disability. The supplemental e¢laim form shall be
used for claimants where the person requiring protective
supervision was not previously authorized IHSS benefits. A
supply of forms translated into Spanish shall be kept on hand
and disbursed upon request.

5. Explanatory Flver - The Explanatory Flyer

shall be written in plain English and Spanish in substantial
conformity to Attachment 3 heretao.

D. Remsiling Returned Notices

i. Seek to obtain approval of the plan
from appropriate State agencies (Department of Finance,
Department of General Services, Franchise Tax Board (FTB),
Heezlth and Welfsre Agency, and_others as required}, discuss any
preblems with plaintiffs' counsel and supply all documentation
and contracts with him before execution.

2. By CMIPS centractor, make a'list with
provider name,.sequential CMIPS number, CMIPS contractor,
address and Social Security Account Number {SSANY.

3. By FTB, update CMIPS contractor list
from D.2.

. By FTB, code each updated address by
FTE or IRS source.

. 5. By FTB, sort by CMIPS

’/
/7
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contfactcr, FTE or IRS Code mail returned as undeliverable E
within the first three months following the completion of i
mailing. ‘
6. By FTB, develop a list of returned mallf
with name and CMIPS contractor sequential number and either thel
FTB updated or CMIPS contractor updated address (none for IRS }

I

updated address), and send weekly to CMIPS contractor, E

7. By DSS or othef organization to be
determined, develop 8 list with name, address and SSAN, and
send weekly to contracted private credit reporting agency,.

8. DSS will arrange to remail all updated
addresses from private credit reporting agency and allow for 2z
ainimum of twec months from the date ef the last remailings for
persans to file elaims.

@. Take.no further action to update or
f mail all returned notices from-second mailing. These returned

notices will be destrovyed.

V. WRIT OF MANDATE FOR PROCESSING CLATIMS FOR

i RETRCACTIVE BENEFITS - Let the writ of mandate issue pursuant

j to C.C.P. Section 1085 on behalf of the persons and commanding
the person described in paragraph III to promulgate and

implement regulations regarding the following:

A. Claiming Period - Claims for retroactive
benefits shall be accepﬁed at all county welfare department
offices for a periéd of eight (8) months, beginning with
’/ "

7/
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contractor, FTBE or IRS Code mail returned as undeliverable i
within the first three months following the completion of i
mailing.

6. By FTB, develop a list of returned mailg
with name and CMIPS contractor sequential number and either thei

FTE updated or CMIPS contractor updated address (none for IRS
updated address), and send weekly tc CMIPS contracter. E

7. By DSS or other organization te be
determined, develop 2 list with name, address and SSAN, and
send weekly to contracted private credit reporting agency.

8. DSS will arrange to remail sll updated
addresses from private credit reporting agency and allow for a
minimum ef two months from the date of the last remailings for
persons to file claims.

9. Tske.no further action to update or

mail all returned notices from second mailing. These returned

notices will be destroyed.

V. WRIT COF MANDATE FOR PROCESSING CLAIMS FOR

RETROACTIVE BENEFITS - Let the writ of mandate issue pursuant

to C.C.P. Section 1085 on behalf of the persons and commanding
the persen described in paragraph III to promulgate and

impliement regulations regarding the following:

A. Claiming Period « Claims for retroactive
benefits shall be accepﬁed at all county welfzre depariment
effices for a periéd of eight (8) months, beginning wit
// "

//
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the effective date of the beginning of the claim period 2zs
contaiqed in the retroactive regulations implementing this
Jjudgment.,

1. The date of filing for retroactive
benefits claims shall be determined azse fellows:

8. If the elaim is malled to the
county welfare department, the date of filing shall be the date
Postmarked on éhe envelope,

b. If the claim is filed in person =zt
the county welfare department, the date of filing =shall be the
date stamped on the claim.

¢. If the date cannot be determined by

8. or b, sbove, the date of filing shall be the date the claim

wWas signed,

B. Eligibility Conditions For Retrozctive
Benefits -~ The eligibility conditions for receipt of

retroactive benefits are:

1. The IHSS recipient or applicant met the
(a) general IHSS eligibility conditions, and (b) the Specific
conditians for having a need for protective supervision, in
effect during each month faor which retroactive benefits are
claimed’, |

2. The provider was s housemate provider
who performed protective Supervision services for the eligible

recipient or applicant during the month claimed.

3. The recipient or applicant received

/7
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less than the applicable statutory grant maximum during the
menth claimed, ingeluding any share of ¢osts.

4, Claimants whose claim forms establish
that they do not meet the eligibility conditions in
subparagraphs V B 1~3 as above shzll be denied retrocactive
benefits,

C. Retroactive Claims Processing Procedures

~The proccedures for processing claims for retroactive benefits
will substantially conform to the following steps:

1. Standard Claim Form «

a. All initial claims for retroactive
benefitS must be filed on the ¢laim form described in
subparagraph IV € 3 above. 4 class member who files a clainm
form shall be referred to as a claimant in this judgment.

E. The elaim ferm must be filled out
cempletely and signed and dated by the claimant under penalty
of perjury and witnessed. If the clzim form has net been
completely filled out, or if the claimant or a witness has not
signed and dated the claim form, the claim shall be denied for
insufficient information. The claimant shall be sent a Notice
of Action denying the claim with an explanation of the
information needed to complete the claim form. <The claimant
shall be allowed forty-five (45) days from the date of Lthe
Notice to submit the additional informatien. If the

information i3 not received within the forty-five (45) days,

the denial will stand.

’/
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z. Place for filing claims - Claims for

nowhich the claimant currently resides, Ir

3o

in the county
protective supervision was provided or received in a different

-
|

%
retroacilive benefits shall be filed with the welfare department|
;
(
|
|
ceunty, the loczl county welfare department shall forward the

clzim te the ccunty where the service occurred,

3. Retroactive payment pericd -Retrcactive

[

benefits shzll be Faid to clzimznts whe paid for or who
provided prciectiva Supervision services within the period
Specified in subparagraph II.B, but were not compensated under
the IEE3 Prograr solely becsuse of respondents' enforcement of
MPP Section 30-T£2-233¢c,

-

Y. Generzl proof recuirements ~Information

gnd verificzticn supplied by or on behalf of the claimant shall

(A%

be limites +gp

ct
¥

requirec by the Standard Claim Form or the

ot

z

H

v

—
=

'
ne
f
L]
[}
or
b

Supplemen

- ~ ™
v U e e

E. Recipiernt staztuys and income

e;igibility - The existing case files and information supplied

gcecerding to Subparagraph V C 4 zbove will be used to establicsh

f

8.~ ellgitility conditions to the maximum extent without
further prece by the c¢laimant,

€. Recipient's need for protective

supervision - .

&. An applicant or a recipient is

LS

Prezumec Lo have needed protective supervisicn:

s .
/S
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protective supervision and give an opportunity to submit

1) If a need was assessed at any time
(in which case the need shall be from that time forward) or;

2) An applicant's or a recipientts

need 1s established by a sworn statement from the claimant and i

l
verified by a witness.

b. The county welfare department shall
review the case file and may obtzin other information to
&uppcrt or to rebut the eligibility determination made‘in
subparagraph V C, but must advise the claimant of any adverse

coniradictory informaztion regarding the recipient's need for

further infermastion Supporting the claim. The claim shall be °
denied if the claimant is found toc be ineligible.

7. Protective Supervision Services

Provided

a. If 3 claimant shows that protective
supervision services were rendered, the county welfzare
department must presume that the provider did not render them
voluntarily.

b.  The provision of services may be
established by the claimant's sworn statement verified by a
witn?ss coencerning the appro;imate number of hours per day, and
by any other readilf available information in the claimant’s
pcssessicﬁ, taking into account the abilities of the e¢laimant,

¢. The county welfare department may

obtain additional information to verify the claimant's

7/
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Statement, but must advise him of any adverse contradictory

information and give him forty-five (45 days from the date of

the Notice to submit further information supporting the eclaim.

8. Computation of the amount of

retrcactive benefits - The county welfare department shall

determine the amount of retroactive benefité due for each month
based upon “he following:
@. For claimants who were authorized
IN8S, the zmount of retroactive benefits due for eazch month
claimed shall be the lesser of, elther (1) the difference
between tﬁe applicable IHSS statutory maximum for ezch month
for which benefits are claimed and the amount of IHSStbenefits
the recipient was authorized to receive, or 2) the amount of
protective supervision claimed. The amount of benefits due
shall not exceed the statutory maximum for the months claimed.
b. For ciaimants who were not authorized
IHSS, the amount of retroactive benefits due shall be the
number of protective Supervision hours provided and claimed
multiplied by the co;nty’s applicable individual provider
hourly wage during each month for which benefits are claimed.
The amount of benefits shall not exceed the statutory maximum
for the periods claimed.
| €. Any recipient share of cost shall not
be considered when ccmputiné the amount of retroactive benefits
due to the claimants in Paragraph VvV C § b,
i
Vv
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d. The amount of prejudgment interest

shall be calculated thereon from dste originally due through
the last day of the month following the month in which payment

is authorized.

9. CMIPS Contractor Reporting - The cecounty

welfare department shall submit all necessary documents to the i
CMIPS Contractor so that payment of retrcactive benefits may be%
issued within thirty (30) days from the date the Notice of
Action is mailed. However, DSS shall mail out the payments on
or before the 10th of the month, and otherwise shall hold the
payments for issuance until on or before the 10th of the

foellowing month.

10. Standard Eligiblility Determination

Worksheet - DSS shall design 2 Standard Eligibility
Determination Worksheet for use by county welfare departments
to facilitate the eligibil.ty determinations reguired to

process a3 claim for retrcactive benefits.

11. Notice of Action - County welfare

departments shall issue and mail a Notice of Action on esch
claim within sixty (60) days from the date of receipt of the
claim form containing the following inf&rmaticn:

a. For every month for which retroactive
benefits @are claimed: . |
. . .

/// s
/7
/7
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(1) The computation for the amount
due, with and without prejudgment interest, or

(2) The reasons and facts explaining
why no amount is due, or why less than the amount claimed is
due, including a statement of what additiomal information is
needed (if the reason is insufficient information) and that the
claimant must provide it within forty-five (U45) days from the
date of ﬁhe Notice.

t. The totzl amount of retroactive
benefits determined due each year and the amount of prejudgment
interest thereon.

¢. The zllocation of any amount due the
provider and/or the recipient,

d. A statement regarding withheolding
taxes.

e, Advi;e about the right to z state

hearing and the procedures for cbtaining one.

12. tate Hearing = Grant each claimant or

authorized representative 3 state hearing which conforms tc the
procedures set forth in Welfare and Institutions Code Section

10950 and MPP Sections 22-000 et seq. to contest any adverse

‘8ction regarding these retroactive benefits,

D. Regulations : .

1. Provide plaintiffs' counsel with the
text of the proposéd regulations 30 days before filing then
with the Office of Administrative Law.

74
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Miller II: ]

2. PRespondents shall use their best
efforts to issue emergency regulations to implement this

judgment, ’ .

E. Underpayments Claim Processing « D35S will

take the following steps to process underpayment claims in

1. Set the Miller underpayment period frem
May, 198% thro;gh August, 1985;

2. Revise the c¢laim forms to specify
underpayments for the period in E-H and to allow for claiming
by menth for hours of service;

3. Revise county worksheet to include
documentation for underpayment clazims and calculations.

4, Issue.Notices of Action for underpsyment
claims decisions.

5. Include ail underpayment forms used in
case file,

6. Develop a monthly reporting system for

county and state totals for underpaymeﬁt applications, pending,

approved, and denied, and total pnderpayments.

VI. WRIT OF MANDATE FOR MONITORING CCMPLIANCE

WITH THIS JUDGMENT -~ Let the writ of mandate issue pursuant to

C.C.P. Section 1085 on behalf of the persons and commanding the

persons described in paragraph III to take the following

acticns:

4. Statistiecal Reports - Beginning with the

third month following the beginning of the clainm périod as

18
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cortained in the retroactive regulatiens,

througnhcut the

and continuing

processing period, DSS shall preoduce

menthly ststistical report=. These reports shall contain the
followirn:s informstion:
1. HNumber of eclaims received;
2. Number of claims denied;
3. Number of claims approved;
) g, Number of elzims pending;
E. Amcunt of benefits approved,
E. CMIPS Contractor Reports - Respondents
Shaell ctizin frepm CMIPS contrszctor g final report by county
thet inecludes:

Plzintiffs'counsel with

m

[N
>

ct

Cr the monthly reperts described asbove, the

ta

¢

&

1. Number of claimants paid.

Total zmount of retrosctive benefits

=, Kumber of underpayments paid.

4, Totzl amount of underpayments paid.
c. Case Reviews

1. Respondents shall provide

& copy of the monitoring Plan for czse

60 days before it is implemented., The plan

@. The 15 counties to be reviewed.
15 counties

Lhicse ha'ing the largest number of claims over the

~menth cleziming period;

19




20
2l

22

24
25
26

27

PAPER
P CALIFORNMIA
3 amEv, $.72)

and include any basic implementation records; the first report

b. The number of cases to be reviewedg
in each county and the method used to select them; |

¢. The personnel who shsll conduct
the case reviews and the tra@ning they shall receive;

d. The procedures to be followed in

conducting the case review; and

.¢. The format for the results.

2. Respondents shall provide plaintiffs‘l
counsel with copies of all monitoring documents and all_
findings and make available all documents generated as a result
of any monitoring activity.

VII. RETENTION OF JURISDICTION - This court

retains jurisdiction over this case for the fellowing:

A. Ensure Compliance =

7. Ensure compliance with the éudgment
and make such further orders as may be necessary therefor until
DSS demonstrates compliance with this judgment.

2. Require PSS to send class ccocunsel a

bimonthly status report about all actions taken on the -judgment

is due thirty (30) days from the date of this Judgment.
3. Regquire DSS to include in contracts
with other agencies an accurate account of all transactions.

1

E. Attorney's Fees and Costs - Rule on any

motion for attorney's fees and any requests for costs filed by

plaintiffs or their counsel for work after Februar} 11, 1988.

20




1 This Judgment modifies any and all statutory or cther time
2 limits including €C.C.P. Section 1033, for making a request for

3 costs and/or attorney's fees.

5
MICHAZL | oy

& DATED: : T T
JUL 1 9 1991
7 JUDGE OF THE SUPERIOR COURT
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STANDARD CLAIM FORM

INSTRUCTIONS.  Please print. Fill in as much information as you gan. If you need help, call, or po into your coumy weli:

Gepanment. Sign your name in Secion £ ang fiave someone wno knows thar you proviged the servic
sign in Section’7,

REMEMEER: You must get this claim formtoc the county weltare department by Mareh g, 1388 to get any mone

YOUR NAME Fccw. SECURITY NUMBEER ITELEPM‘—— NUMBE A

1

‘ { )
CURRENT ADORESS. NOMEER, STREES rPﬁT MENT/SPACE NUMEE
jatan o ! COUNTY J STATE ’ZIP CO0E
i YES NG LUNKNOWN
A Quyoulmumam-nwryiz;maymmwmocmmwuidpemmrxnmllhnum? D D
£ Dis YO IRy XD WAl B I e DD LG B01el Sn DO INUEB B AW oM ADnl 15T B okt A Gt 2 E D
c. Wuemum‘hmm:ma:mm? . D E:'
o. DamwmybmmwlMSmmwSamqs{lHSS)uwmmdeB?DnHay S
18847 [:} ] L
nm.mmemanoemecb-'ssmm::wmeMAw1Mwmyw&c? D !::' .
ADDREES AT TINE YOU PROVIDED PRCTESTIVE SUPERVISION iF DiFFERENT FROM ABOVE =
WBER STREET ; = fAPARﬁ.EN'TJSPACE NUMBZ?
TY 2 Cons

ISSUW

NAME OF PERSON YOU PROVICID PROTECTIVE SUPERVISION TD:

- ——""""_'—_'&h—nu—u-_,.,__
134;5;5;:'- MNlsorm
L

rPAMNTfSPACE NUMEZR

IRRENT ADDRESS: INUMEBER. STREET)

-

~y

SCUNTY |ZIP Cons

I

ATIONSHIZ TD YOur

L UNDERSTAND TRAT THE INFORMATION PROVISED g

FOR SUCH INVEETIGATION, == ‘ _
- L THE UNDERSIGNED, C=ECiARE UNDER PENALTY OF PERAIET THAT THE ABOVE STATEMENTS ARE TRUE AND COARSTT.
NATURE OF PROVIDER: | =

DATE:

BT "":"‘: = — e = i =

THE UNDERSIGNE D, O ARZ UNCER BENALTY CF PERURY THAT THZ PERSON NAMZD N *T ABDVE PROVIDED PROS = TIVE SUPZRVISION (AS
ZEEZRIETD ON THIS CLAIM FORM TCTHE PERSON NAMED IN =2 ABOVE.

TURE OF wITNZSE:

DRTE:
TIONSHIP TO PROVIDER ’RELATIONSHIPTD PERSON TD WHOM PROTEZTIVE SUPSRVISION WAS PROVILZD
RESS: (NUMBER, STREET) APARTMENT/SPACE NUMEIZR
COUNTY ATE raiFolols]
F Sl
e —
1743 ENGISTY {7my
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1

Miller v. Woods
Supplemental Claim Form

INSTRUCTIONS: Please print. Fill in &s mush informaton as you can. I Jou need help, call or po into your nearest county
wallare department offics.

REMEMEER: You must compieta this suppismantal clalm form and get 1 1o the county waltare within 30 days to
gat any monoy. .

1 qmwwwrmmmummwaw.

[ . COTY, ETATE DP L0E

> Pt e R E bl s VOHC) RE CEIWEL pﬂo'r'z.:n& LAY W e Ll Tt LS | Gl |

CLRAENT ACORE Bi! (MAMBER, ETAEET, AR TMENT AP E WOBER -

o GORNTY; ETATE: DP LO0E

’

1.3
4

Dx the person fistad in 22 above receive Supplemental Securny tnzome/Stame Supoiernemal Program {SSUSSP) benains (Goid
"~ Chacx) inany ¢f the following years?—Placs SRR belowiereachyeaar in which SSUSSP was recsived. :

CIere [T gee [ qsey 7 1o L] 1oe2 MERT-TY

. Listihe avarage manthly inome ¢ the person listed in 22 ior the toliowing vears:

L s7s O qam ] 1981 7 1ss2 7 1983 ] 1984

- Did the person lisiad in #2 above have avarage monthly liquic resources (=ash, emiFcking or savings
astzunt st funds, ehecks or emsh in sty depasi bax, sincks or bonas, nowes, mEsgages, deeds) that
were in excess of S1500 (¥ the person was single} or S2250 (# the person was marrREEubsR the years
Aaoril 1675 « Aoril 18847 D Yas D No = ==

F s

(11}

= =
K Yes. placs an X beiow the ysar{s) in whizh the perscn's avarags menthly Louidsresurais wars mors than

31500 (F the person was single) or 32250 {if the parson was maried), S&m ==
O 178 [J1sen ] 183 ] 1se2 I [ tsss

APPUCANT'S STATEMENT: -
EZ SURZ YOU HAVE READ AND ANSWERED AL THESSESBORE ASOVE,
FEAD THE FOLLOWING STATEMENTS GARESULLY BIREFESSNING.

T 1 uncerstang iz the infermaisn | st en this toreiSimy be véied and that my signature on this form is
an avthorzaion for sues an investigation. E ==

D L the uncersigned, desiare under penally smanunyia the answars | have given are corecs and true

10 e best of my knowledpe. £ == =
SNATURE OF AP oA N, 4'-_'—..:"—':_:___— Ve -
=t !
WITNESS STATEMENT: .
Please have the persan who c=n verily that the information you have provided s trus and comect sian beiow.
MATLRE OF miTaESS R jﬂd\ﬁ
TREST, &, EoTY " ETATE: BFERE
ATICASH® O APPUI= LW

ATIONSPuP TS FERSON wrte RECEVED PRCTECTIVE SUPCHVISICHN:

e N S
e
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- READ THIS NOTICE: v E Moy OWE you MONEY FOR BACK WAGES
WHY ARE YoU GETTING THIS NOTICE?

'n a lawsul calied Miljar V. Woose thg
#ith a memally ill or Coriusen

Sount has 1ic us 1o
Ne call this “protestive Supery

Persern amn walched our tha

P2y Back wages 1 cenain relatives,
IS0ON." We gy nol pay for

the person was hot hammed or
this care from

friends ang SPCUses whe lves
injured doi

NQ nermal caily aciiviiee.
April 1878 10 May 1584,

‘he coun said we mu

St pay you wah men
Toleclive supervig;

ey trom the State In.
On & any time Detween

Home Supportiv
A0 1ETE ang May 18

e Services (IMSS)
84 and were den

Program # You provided
ied payment for hat supervision,
YOU provided protective Sudenigion grze o ¥ 1882 anc
ick wapges ff You ciaim them 2 TEWELETE G e

n
£
to

T

LY

emilied 10

=
I
I

T SHOULD YoUu Do

}!:L‘u o—

) You think we owe ; STILE A CLADM
liow thege EZsy stzpe:

O

WITH YOUR COUNAi Y WELFARE DERPARTMENT NOW,

Fill

=== ES
. =
== =
+ =1 f o —— . L e, ¢
the glaim jo TICZEl g

) =g ==
amen: cifice by MaRE o Stge
= =

- Caneg — , == =
‘YeU unsure? 7). = A CAR ANYWAY. =)

ine loccei coumy welsT == m wili dezide,

Take or mai!

nyc

J =1
.
=

DEPARTMENT OR

S 3 =22 WITH TH: COUNTY weL ARz
g ool - BACK pAYMENT WAGES,

) !



i
[}
nr

o
5.

11

.’\:“':ﬁhnc
L

s B

[ VT S e
& e gt g w—.y
2357 bas P uneme v
Consmrw, La waigi]
Mih) sdbadT2¢

sy Gty — . .
. E—
g sl § osweme ey
Lgmny |, Sov Yow jasm
PO sy
Bovene Th TG4
(L3R I 3oL ¥ 34

Srnmgnr Loty - "

il s gy
e o { b oy

1110 mpn Seewer
metmern G IHHCD
18I0 2254107

Bawtsn Lpuarney 1 >
Lowsl heoregey o

T remererrey [ttty roag
SET Purnal dee—y
P bes 27T
Cmma &4 95827
[ AY TP 5% ML T

G s v v b Lotoumnn v
T et Sevwmes o
Lanadanlon Jif STSITF T
L e .
e DL BSESI
1800 LIZ-6107
[T P e
[l L U NPT
- ar e e -
LA Sl ST
YL o aes Qa2
Amarrimang, Cn ®L00
Albi FET. 8191

Caroretis Tmatd Comionty
Commss Cotid Lpaai
St S BY et o a4
101 7 bt [ mnan) e o
PO has llEY
Roremgs L S BCI
(LR ¥ HninduBY W
i mwrs Loty
o |tk g ded S Py
ST D b DIT
157 Treng Sireer
Cweena, To BELOY
P el b OB
J Lavasnn Capnmry
I .
Smrrireer ey (o vl
VIS mmve Seemmms
—t— Tl B&ETT
[T ey S -3
v Ly
R s L L I S,
oAl S iy oy,
TR MT Stremme Sesmay 1o
bremawe La TITT
ZOWI ST MG

wapmate O gt by
Ll Sy

it ey G wgy '
Sk it o s
P C e 2728
Cowmg, L4 28577
4w Jan tam
vl Coumie
s Pt | Pna i s ks g
¥ D ks 10TV
TIT ewer Sremm—
Lomema "TL Beu0
S ey DEGR
T Lot e
{ ot o e,
¥ kn
Pt Commo L2 52309
« 19 LE] o
r3 Ly
. I

DA S ™ L
oy 1, S N

PO e sy,

oy, 05 33514

6¥ 1T70.08x2

It Bl g ¢ mme -
o e S E T

- e—— A Agral Lagat

. ———

1)

- —

‘e

ey s Cmmme
1 wienrn 7 iy g Loy 3
[N LTI T
T L duinery
nemere Sa IXNDD
1209} bdeiZE3 )
Lose Cawuney
A i A
PO w257
Waaen, LA Bhagd
o agi-14
s i T o vy
ekl borvegas i
e wrwen L wdwrova
1270 wwwa Suwer
Asmawre, T4 PESDN
I $22-MER7
e Amvpmes foway
v Larmer an
Low srul Pgwweey
ASDC baey barerinmi
[535 w, Sawth Sl 3ot Fige
Libs swegwser. T DOHT0
(2131 3 -E308 :

b aters Copenry

FYYW PP
529 Jumartn T Surewt
bt amars, G 32EDS
(2091 6745871

bk g ety

L) Aud Saciury

TIE DT Swewm

San hateal Da pasao
LERRTIEE 2P U3 13

L L Tt TR -

T @ st #PER T Crsniia s
LRl Srves T

BOE TN Suremi Sesae 135

bewsre, Db WY

(SR adia18T

. S i Lt 1y

At LAl AL NGy
PoQL b 34T

Laast, b S50E2

(7R 4814

149 weans 18I0 Sy
memee. L 25540
12091 T3~ it 6E

oo L

Lroal Sermeys o

P T i menig
1270 veaw Sumw:
Rwosws, D4 962201
1850 iSi- sy

ene county

Ldimtring rumman

Al Seremcyt
Fwwt 5, See¢ ver Lae
P L. ber *n
[ TS =1 ¥ P
519 B25.2582

Spmrrey Gowniy

Lrusl el Semwwry
1011 Lamn Serewt
mrugrer. Ci 23840
1408; 2752651

Magw Couniy N

ate Couse Legar

LM LAIVET sy
ICZ3 wmitorsen, Sirem
ana, CA 4553
{707 25522

Mevwcs Sownmry

rual Sevmcns af
Ty () bk s Pria
122 bugn Sirews
Ausomarn CL SEE0Y
IBCID B0 07

Crampe Capwmty

Lowai dul Secaery

I7I0 K. bdaen Surwet,
1t Ficowr

Servua Ane 'S4 8TY0L

17141 KI5 p006

Maecar Camty
broal Serwens 2

Poamas Gaasnsy
el horvm ey of

D bwe IT2R
Crmum. LA #5822
g Jab-pini

Amabrimse oty
s Gaverune s Lagal
Servcay
T840 Lraapw ae, |3
brrnuns, LA §I507
Ma) 883.7743

w
45850 Cuanr Suent
unee. S4 EII00
138 (N-T3-995 3 2]

Lonrormare Gdmmniy
hrgal 5 orvcey ol
ke L T YIS Y
© 712 = 120 Sevww
- Secvermanu, Ci 35814
[T 8} adinl 7 6D

Son bemid Loty e e

Lainarrma faurni

LD E ALsisiarmcy
TRTI Ligwaerry Suset
P, 2. be: 1888
Gemrery, Ca BS220
14081 L7140

T San Bewmemms Cavmrew

Waarel Lawnies Lapei
Semwecuy
JE2 Mo arTewne st ai.
San perrargeng, S ST40Y
[7Vvd) §24- 2887
o
129 hervn buog
COwwrrse, Ta 91707
17v4) BESOETY

aon Lawoo fownry
il AE Sepiary of
Lo lneoe
110 Sonmn Eucie awwnue
San Owoe. 02 5114
{E¥$1 QB2+ £557

San Frastancs Soumiy
Den FEEREIVES ooty
LNOA Al Fowrnenes
A48 Fowail Sireai .
San Favcigs, D 94127
145 5] E27 2200

San dasewui Lawnre
Camiowrrus Rursi Lesai
L L ]
FLL lewnn Sesat, Sewas 411
S, ChL BETE
{209 Sl bmDBNS

San s Omses Counry
Fablatawress hasl fagai
ErTr P
1103 Ters Sween
Son Lun Obeon, CL 13001
1BD3 ] Sddu 70

San Morso Couwnte
Lirgal st Secer af
Sam mares Loy
238 Fviwt Sumw
It Cay. G4 $40ET
41351 2852507

Senn harmern Couner
Choswnal Lovmins |sga:
Servcys
T2E Seme SL 2ret Fupor
hawms bwssing
Sera Barome, CA 32108
(A5 SE5.5981

Sena Clere Caumiy
Lesat and Securr -
210 S byt Sireer
San o, G4 95113
{A0E] ¥88.5300

Camen ™asas Mo

b . —

Smasw Lovmy
LEGM beswpey @

S vt ot e
1370 et Sitwet
Lty S 1 ¥~ -]
1800 £22-M6.4 7

Bewwra Lpraney
el Shemueyes gl

Laa L L1 APy
1123) mmgn Seeney
Avamprn Lo THEDZ
(1=~ 1 -2 £ § 1)

Sestivmy Caumey
Lagsi Sermpes of

e asaar mo
1370 wowst Suewes -
Ragmng, L4 PEOCH

| OSBCE3 RRI-mEY
Lnievd Cavmry
Seinne Lownty Lrgs
ALLILiarCY
470 mhprn Sereet
Vaug, Li S44E0
BErI-FY D P Peal ™)

Sorerna Lawry

Labimrres hutai Logai

T hasiniarey

TP Cirerars

P O, bmu d52e

Sams Aowa, L 25407
{7071 435 96s 1

S L i Gy
Ldmimemus bhwisi Lags!
Lo R LI TE L 4]
L1CD Laneas &1 S4e 2
mosesiy, Lh FEJS!
209 55 .00

Sutier Counre
Lt girans Arsesl st
Al
B1E 7T Seenr
* 0 b 2
T Marviwsag. DA REGESY
1358 7LT 518

Tenama Cownty
xGal Sarvecas i
nriherh D atorrug
541 monemai e
P.Q. b 2T
Cmma, i 98877
[FEEI 345553

Traery Cowmry
hegsl hemagin el
Moriherm L amtorms
1270 wess Suren:
heoows, Lk FEL
[[1== i o] B L 1TR

Tewnaee Counre
Tusare 2 hames Towniael
hugal Serwces |
3C wast Da Sreer
Vasams. S4 E38Y kY]
2091 7233770

Tusirnes Doy
Hasnpeiierced Commnimes
Laast Sermcey
SOE TWT Surevt. Swee 120
Fresro, Lo EITT
[#3= 2 N Y SR

Venuws Caumey
Lnsruee! Caurvieas Logal
Sereeas
1Y Soush LA™ Liewes
F. Dl e 122
Oanara, Ch 523572
1805} 487-6E2

TYore S ocner
Lrosl Sareces of
Weodisrd, Ci 25838
{3164k 7.57852

Yuss Caunry
Catimnone Rure Legat




- —
- amn w
L
-
—-mt
- i

e
—— e ——
—
ot
s

-—-—n——-—..__‘:;--q :-. - - -
A e e T ' -

Gtz Exser

‘.I-n‘hﬂl- iatrs

LA™, $90)

LR VRl

-~
- "
m‘q—
-

PR B -~

ACylT Inca.enosnce Egvp,paq  Tote
Lenter of
1150 Bentzn Strsas  .at -

Sar.a Clarz, L4 83030

Santa Clara C:un.y

" (40B) 585-1243

CheryT Cairns, Zzacuzive Direczar

C.ALPLH, ILC :
1817 East Saeginaw Hav Suite 108

rrtsn:, LA E£3702
" Fewono Counmeyv .

(2D8) 22242274 (yoies) - .
(208} Z22-228¢ | ST

n
-

Cartar +g» Ind-oencen:~ c‘ *ha

LA Ur )
: A v (p '\l
-0 3 e gy

0 C)
2:
m
-dy
-—
-_—
)»
.(
1]
.J
l::
b

< oan
X

P
[

I~y

it o

iv
1]
-h
“t
-
o ]
[0
m
|3 )
< {p
+3
8}
(L]
'.
i
-
<
4,
a3
)

LI 'Y}
|

. = -

HER R m

14y

b

i( —
O
- 2
,ﬂ
of

[

4w
S

P&
3
b~

E o~ e
I~ -0 4n

ol

1 oo d

I
[4:]
{
:
n
oy
]
I
~$

-t

~ 0,

g
12
£
b |

1 0.
n
it
rk

—1 l-'
c:

L
Suog)

hu |

1)

fu

tr

B

v m 4

bl
]
1
[
[l A
G O Ju
Jomot e
&y
a
(]
g
‘< o¢
b B
-4

ExecuTiva Diresmar

Communs vy Reﬁabi?':a.ﬁan S¢"v1c*s
1

4718 Eroek yn Ave., Eldg. E, km. 73
Loz Angeles, Ca 50022
Los Angeies County
z1Z) 285-pezz )
Tisz Cuezzda, IzezuTive Lirecmaw

-

- -

Senz2 Clarz Caun <y, Inc

L1282 Umivess

Communi sy Rr:nuw~-¢ for
Inceomngencs

C1Z Pinmr Read, Sudee £

Santa Rosa, CA 5401

Sanoma Cnun*

(707) 225“2745

Rarndy Ki;-ﬁ, Exezutive Direses

Emnnunihy Resources ¥pr Indenenden-
Living, Inec.

28223 Jane Avenus

Hayward, CA 94542

Alameda Councy

(£15) 881-5723

"Hs. Johnnie Lazy, Ixpcysive Direct:

Community Servics Centmr for whe
Disabied - .

*TITY Avenys

San Diegz, LA c7ips

San Die: Ccunty

BT Teimee=, fxezutiva Diram=n-
£1%) z33-:3D0

I

Dar=s717 Hzlan<e] Independent Liv<n
. Camzo= .
143254 Haymes .
Van Kuvs, Z1 =120
23 Angejes County
Zi£) &23-353:2

(
Hormz Yescaovg, = zxezutive Dirpr=—m

Cayie Kzolinmzosh Cantex “nr =as
Dis:b?eﬁ

2100 Gargan &move nive.

nerden Emove, CA £254L

Crznze Cour*v .

(714} 8%8-zz71 -

(71L) _;(-?oAS (Orange 0FFiez) ~

,._nda r._m_, fxecutive Dﬂrt:::r

Diszbled Rﬂsour‘=s Cant&r. Ine.

1043 Pine Avenue

Lang Bez=h, Ca sgEzz

Los Ance:ee Counzy

(L-q) 437-33542

feiene Pizzinmi, ¢ xecutive Direc=ne

APPENDIX_A2



T e s b,

. U - -, — — - - T .
‘ NODSIXNCINT LIVTRS CInmoss

.

- -

-

Cisatilities Uniimizas,

ad, 1
L2422 ‘Rives Avenus, Roem 20
bowney, CA 50242
- . . Lzt Angeies Coupsy
et (Z213) BEZ-8221

v g

'
)
[AS I ]

.t -

- FInz Barbarz Morrione, Exasucive Diregtor
<+ Gocd Shegherd Camtar for

- — " iy =
e . ———

Indeoendent Living

" =t 4223 Laimart Blvd.

2s Angeies, C4 £000Z
Lzs Anaeies Councy .
Z2Z) 285-&385

v Eilbert Fermandez, Exezutive Dire—esy

. -
(ORI - e Ll T TR
Pl e — s b s oy weee o
hraieli e+ C-—H -
d’ —— ”- i s | - -:l-
- -y -
trm— o —— ::f‘g:a‘_\_ﬂ_.s_-_s pp—
-
Humzales County '
- Fr= o, ~
(/U/) ﬂ—qa-c-04
.o . -
|~ - —
Lenmz Jamke, Intarim txez. Diracepr

2T X,
SanTz Ezrsarz, (4
lan= Zartar Loumm

AnneTiz Ruzing, Ixezuive Diram=ns

e TF iy Capeas <om Incependent
Livipe
710 Fouren Strees
San Rzvael, CA SET0C
Harin Coumn
(£22) 233771 (§242) x z2m
fzrsarz 3enzon, Izscu—vye Diregeor

Hewzhemn Califarmmq; Indsmendanmt
Living Center:

2ZZ Pic Lindo Ave,, S+t=_p

Cnhyen, CAx 22372

suTIz Coumty

(S1£) 8S3.8527

Jerzanne Csok, Ipe.

Resaurms2s for ingependers Livirg
12320 H Strwe-

Sacraments, L4 55314
Sazrzments Coums
(815) 245-307¢

Francas Gracach{ld, Expeu={ye Cirezenr

Roelling Star=, In=.

£33 Wes? Four=4 Serpa=

San Bermardinp, CA Sz220:

san Bermardino County

(714) BB4=z120 :
Oon Yigil, Zzecutive Dirmce-r

e W f e vw et ————

T County '
©(415) 7Ii-E7Es
Kzether=ine Uni,

Izezutive Dires=n-

wertside Lan<a= 2= incerengar=
Living
12801 Yendes Zivd.
Lzxs Angeles, 02 eopsz
. =25 Angeies Coumey
(Z213) 330-38511 ve<es
(Z13) Z38-2z0¢ 70
June Kaileg, Zzpcu=ive Direcwor




TL(418) ZT5-3TEZ

City ef Cakiznd
EES 14t Sirea
Qakianzg, CA $4832

.

Sy MEETT fire Taemmed meo
~ ——
- — s o o~ — Fe
b ¥ vy ELRFCST BTN R R —— PRI AN b
S LoTATIoNs . . e
LY
TR Muticurscsa Senior Services Program Multipursose Senicr Sarvicas Progsam

County of Samz Crm .
1777-A Canitmlz Rear

Eamz Cn= CA 8=z

(208} 428.2540

Muftizicmos g Sam‘;r Setvicez Frogram
Allamac o ’

=12 Scuin indizmz Sirsat

Loz Anzeles, CA SCCES

233) 2852994

P — ——

-

Mudtiziz—ose Sanior Servizez Program . -
Jawizh [Family Servica
=20 Nemnh Fazirzx Avanus

" L= Angmiez, CA SCC3S

Aty mar— - —

{213} s37.5330

Multzumees Senims Sarvizzs Srommm
S.ZAN. [Samier Sare Azmimn Nerworx)
Founn Siree:

CA sgeon.zers

er [213) <350z

e =
e | pme——

-
long Bezes,

213} &STeE5sT

Muttizirsess Senicr Saervicss Progem
Meount Zien Faviien

IS5 Sugmer Favilien, 2ac Foor
San Frenoiess A4 $4%%5
(415) 8es.7Es0 L

-——;‘T"GW."«-T::?-.';Q-‘--}---- ‘ : f"‘"\TJ

B S et o g i
M-......-..L. - —

Sarmzr Secvicns Frezmz;

Lowmy of San liecs Argz Agancy on Aging

4T85 Marbzrouzn Avenus
San Diegz, TA s2ios

Muwizusozs Senicr Services Frogre=m
Cemmmmotity Sare Masagemen. Carscrzuen
487 Nemn Smie Sree

CUkezn, CA =882

(7CT) 4@s-3347

Mulncursasp Senic Sarvieas Promrn e

Rumsoimt Semine Clioare Coumes
1838 Latilermiz Sireat
Swraxz, CA e=zm

(7C7) i3-z7z7

-

Muttisuroezs Senicr Servicesz =-
Arez Acency cn Aging

2ne and Normad Stroerx
Califiormiz Sz Uruvarziry
Chizs, CA 285329 .-
(318) 29s-5022 '

*

-
e daliin
T4 e et b

an Aging)

Multigremne s Sanicr Sarviess
{Sonemz Ssumy Armz Agency

54T Mozzer Lone .
= £3221

L=

(787 =z7.

5 T ~ .
s MIOTE . e

——,

1
]

'_T\’!

—
J

-

~

Muticurcesa Senior Servicas Frosram
(University of Calilermsz. Davis)
1702 Alkgrwi— 5=uia.vzr:. Sune
Sazamanmia, CA EZZ1E

($18) <4E5.5222

-
o

S

1X



Mutdsurpeze Sanicr Servicag F-mc:...n
(Seumty of San Mzlec Desaromert =/
ezt Servizas)
. 1882 E Caminc Rezl Suite 222
T L. Budingame, CA $4310

| (415) E3z~S00

+

Muttizurpess Senrer Scrv:ca— Progmam
Sinisiaus Courty Deparmernt of Se=zl Sarvicas
292% ‘Wylie Drive, Suite 1 '
Modaszz, TA 3E3E;

(208} 5715782

Mu.’:::::r*- os8 Senicr Servicas Program
(Seumty of Samm Sxrmarx) ¢
=IZ Wem Mermson Lo -

Samz= Mariz, LA 'Bo4sl

-

¥

Muitoursesa Sanior Sarvices Fresram
Sanier Cars Netwerx -

- -Huntingion  Memurizi Hospis

" &57 Soum Fair Caks Avenue N

-

F"L..nar:... LA §11es
(818) 2s53-2710

Muitzumpese Senior .Services Frogram
- County of Orznge C...-.':mumry Services Acency

Coumry o 5::. Ean::.* ne 2200 Seurn Grand, Euiiding 3 R
828 Zz= M Sirpa: Sam= Ama, CA gTTnRe ST
Zan SamzrTine, OA $Zets
(774} 2Z7-2254 (T94) ES&-354% . ;

— .. - e e — .
Mut“:::'::sa Sanicr Sarvicze oo MutSziozss Sanicr Serviezs Frooran
Wazs Mezi Foumcoses, me Ceumss on Agmg, Sam iz Ccounry, Inz

T 2R in....._..._ Way, Suim O 221 TThe Alzmecz

T U lymwesd o4 szzes Sar Josa, CA E31zE
273) £3z-053< (#02) 235.22SC
Mutzorozss Senisr Sarvices Fregmm- Multicerp=sa Semizr Services Srmomem
Frezme Coumty Dessrmmam of M Mezin Szn ‘*:.f:uir Ceurmy )
S Funt=n Mad 17 Sz Magnefiz, 2r¢ Feer
rresng, A E3Z7TS . Sizzxion, G4 §3202
(22%) “43-2238 [22%) <483.37EC
" Nzigr Sits nzmaes emzimsac in FRIBAINEST () Zre not oz pxe of ma ig's mailing szorecs.

.
— Y
- APPENDIX_A-S

AT R o L, PR



ZNG

-
e

e

S
..'"f:.-}‘ai C‘.
- -

Siress

yre g oy e =
w - A
TRER" 4
-

Rl

PR
o

.

i

-

at

iry " -
I+ H =
-4 .-
A H ' 1
>y e . L1 r- o}
'Y =2 L a) - o .
L. ) N ey IS —
u L “- ) “.- o4
v . Lo - S 1 «)
fur Iy J a - L] it <1 =] o
[TV ! i+ - b (3 ot 1
> - 0o . - —t ) 13 c B M
| a) - al., O o 1 [ ] i} s ju B e 1
[ - £ iy [ (3]} . © th ™ 171 o i i ar
14 -~ 13 [H) _ (111 s a) mﬂ bt 1} Ui 4 ﬂﬁ
- 1 ~— (1) o} -1 ' 1) a1 r g . 4 -
m ] A 5 A 18] S oi LU v o . vl 3 ig
[} [ ] . F Al = G b [ 8] v «{ H H Y “ I s
- E W <l aa uwi Y dbhgw - I B abw 0 vwoiuld.y
1T, . W a-luda = ol g U o L | PN e oMy izt oz oA
rf o it 3 ﬂ 5 g ) i W) L T T Loeg gy,
=1 janda yn Yhhow wl oo f .8 VI e gy s B et UgE Qo) ¢ o
O v 4 ] —F 2o i a o [ L | «[ U ooy e IN PO ‘G i 1o |
1 > | SR o ”u e > x _.. Ul ¢y x e U o) . vi = 1 £ e - x. 0,0 <i= % b .S
N < o} |, w1ig 3 4+ | o~y [ [ RTi o I af €2y N B noQ gy
1. Il WOy g 1 - O o ' FoYe gy 1 O« — g 1 ey S S BT I TRTY
9 . igy > )y 5 Ja M hall eemtyy
Ly ~4 wd L=y M ' E 11— (Y2 e of — u) Cadl § - Ty S B I N T e S e
- Q oy 3wy ] WJ:u g (13 bs by 1Y I by, 1_.c“H iy ?.l_.:q,.F,:
) 24 o Dy O - «y vl .n C— e wg Lo el . RM thie i) 01 b} e £ i DN B N Rl
fu v Mm getom il g Mt g LIS BRYIRN S % , d) 'y g~y TR ) UEREIEENTEY
".l..-w [+ 9 JE By ¥} "R (4% L2 B N 3. (V0 B SN Vg S n. €y | 1y vy — LE ] ) ) e EDIX < el Y e
[ £ - _ '
. L
.x M i
%5 ! dl
3w - —
(Y} i . o
=g + o} o " a i
+e ﬁi 1) . s i - L vl
= =< i ' ~ —u o1 e .
[£%4 | -y i ’ S
i O - . .- i -
[} [ ] — ty "- w .
- [} T .- - o . e
By a2 7] ) ! . e - 1 5
- ] 1 \_ . n} _ A
< x [§] {33 t wi O ! .
O - €1} | - [ .-
—m‘ I s N X _ 1 _ - RO o .
- L 5 i + _. v £ - af 14
1 u -1 i i ol . £ W‘ -
> vy 3 N | Gi ‘ N L. o
{ £ i f M k3 ! T | %5 oo
[ LT . i “ . # - - 31 <)
— M [ nt My i } 1 ) - i m o 0 B i
R = 1 fo LEE : i [V e 3 N ey L} E vy 7Y
] IR @ i b i T T3 — oy,
_. —tee _4 v] I LI M) - i) Meoar gy i~ -~ O
b g- 3 ¥4 [ ) (T [0 I} 0 IS i 0ol i) o S
(a8} Ta LSRR R T 21 viIodf BT | (3] [ 1t {1j €2ty >
. | 1SS SR TE S “Cl- [ 2] [ ST 1) SRR v vy m& Wy o) i Y e e e
| 85) m.. LI P TN —; ry — Yy ogd (W] sEROT 7 . L kA tn *: 1 - IIRTE AM -4 ('R P
[£3] -— ti F~ g —n LR B T % I . IO ¥ N I T YRS } U oeed Vi o —1 1. HH
- ) ee (3 ™ Y B W TIPS i) 5 g dy e -C g - tJ ) -
bt J._.:.mu 1 1o et L roby ] s fry - | . L T ' 1 IS VRPN
m.. m._ g t1 T_ -A s 4} 3¢ __ i) fadjo O} — ¥ e AN {1, _~ { ©oa) Y] Ol
1] B N E | Oty ear LR RS B AT T = s Ul i
. n e L B . | 1Y 1) thov ] Yy gy ] 1wy~ 5] -9 “ o U3 1, af ~
Li -t} n 1 try 4. ] Y - ) T o3 P
~— “y D - _,,_ m 0 AN [T IRl B ~t N ak e — — <{ Il 11 BT IPEN
! B O R R LI AT iy w e thu U H RS ' oy . wy
B § Fadl ~S ol B T & RRY ) S LN - fyu En -y <, oy oy - “f A L B WY
. CY sh oy fpg vi o RN S I TR (2} Cod e a7 g 1 ) A ey 2y oy v QO iy ai
, &_ [r 4 "D.... L % ol B TY R [ &3 UYL () gyt e n.] LL3 I T L~ 0n. nlo_l 1 2~ o L TN I TE I V5 s
,_.;.f_.; ) \ _ m
|5 _ ' _ ,
v Lo, 1 i
i 4. ' o ' . R

g'
-7208

LG

-

JEFTTL

-
=
52

A

415)
DTN

il



e e — 1. o —— ™ W e am— .
e nrmuARie LAW TRIOTTCS sz L TEel .
- -
- -y — g o~ —y 1 m— -y .- a yrmm g g gy —
FTA T e TN RA -t C:’.‘\ . "3~ .2 = SANTL TDUT = it

MARZILING YASQUZD TZRRY HANZOCXK
inited Czungil ef Scanish Spezking . Senier Citizens Leczi Services
- OrzanizzTien ns - 343 Chursh Strpas

-

“—-~ZlE M2in Strest ’ Samzz Cruz, CA LEE080
' m=inez, CA& S4EZZZ A (408) 425-8824

15) '225-2210 -
: PSA 14 - FRISNG COUNTY

TPSA E - SAN MATTD COUNTY

- MICKAEL J. KANT S
STeVE ZITET Legal Aid for Senicres
Senier Advozaces 20E N Strmat

88 Fuller Strast - ) Feesng, LA 82722
redwced CitTy, CA_ 54083 : c(208) .441-1512 ;

T g -

SeT{41F) 383-8311 T - - - SR

: PSA 15 - TULART AND XINES COUNTIEZS
PSA S - ALAMTDA COUNTY - .

RANDALL LYONS
~ DUNCAN FALLS. S . : Tulare-Xings-Counties-Lecz} -
Leca] Asszistance for Sanmipes ' ' Serviges : ' '
1220 Erczdway, Su 2 20&% . © 500 W. QzkStme
Czklang, CA cegzz S Viszidz, CA &2
(#13) gzz-3080 . . (208) 733-&770

e
o

S~ 10 - SANTA TLARA COUNTY PSA 1€ « INYD AND MOND COUNTIZIS

— =ITRECA BACTL . o LARRY STITHAKM B
Serder Adults Leaga] Aszicmenss -Sender Citizens legz] FrosTem
=20 =. Virgimizs Soreez, #2250 . Ses Yee lz2ns, P, 0. 322z 223
San Jose, QA g3z Eisnop, CTh E3Z12 ' :

30Z) Z=s-TEsi0o (€Xg) g73-3221 . ]

PSA LI - SAN JTAQUIN CouNTY PSA 27 - SAN LUTS 0ZITon capgnTv
<I3T RAFIRTT oOZ, DIRINEZE

Frrzlecz] Semr<zze GZANNIZ BARETTS

¢/ Zounzil for the Scamich Soezking Califermiz Rurzl Lescal Aszdr=znes
127 South Aurcrz STeess 2150 Mzrzh StTress, Sudez 202
STozkwon, LA sszoz . Sar Luds Obdgzo, CA £3237

(Z0%) Loa-dsTE (B2E) zas.7eze

FSA 17 -  AMADOR COUNTY PSA 17 - SANTA BARBARA COUNTY

e d . ‘ . N . - . * - .
wANCTH HAZTN DON  KUHN
Serice Samvicas ) ins-. Senicr Citizans L:w Canzar
IZZ New Yer¥ Ramzh Reozd N 1037 Senm=:z Bazrszrz Soweew
valricon, LA E3332 Samzz Bariazrz, CA 53302

NSy s 02 3
[20%) zz3-5s2e7 (BQz) 9g5-<4882
Fia 12 - CATAVTEAS COUNTY . PSA 1B - VENTURA CDUNTY

FRANK MITT: - MICHAEL WILLIAMS

r S
gs}ifarﬂia rumin Develgmment Cerparation Grey Law
ssx 1180 - ' e &0 N, Fir Street
=&n Angre2as, (A £3249 ’ Ventura,  CA  €3001 -
- {208} 73a-2857 g (8035) £23-08394
—.‘r:—-u:w»-:- e " ‘ . . . _“-1__ - oy - c—




Adopt New Section 50-018 to read:

50-018 MILLER v. WOOQDS

HANDBOOK BEGINS HERE

Background

These requlations cover the retroactive payment and underpayment relief that
must be implemented again. fThe first phase of the implementation, called
Miller I, was from February 11, 1988 to July 19, 1991. The second phase,
called Miller II, began on July 19, 13991, the date of the amended judgment,
Below is an overview of the case, including the maior implementation chancges
in Miller IT from Miller I.

.12 Court of appeal decision: In October of 1983, the Court of Avpeal,
Fourth Appelliate District, invalidated Manual of Policies and
Procedures (MPP) Secticn 30-463.233¢c {renumber 30-763.233c) in
Miller v. Woods, 148 Cal.App.3d 862, Tt ruled that otherwise eligible
In-Home Supportive Services (IHSS) recipiepts were eligible for
protective suvervision when it was provided by their housemates. It
orde¥ed the State Department of Social Services {8SDSS) to grant
prospective and retroactive relief to the class.

W12 Initial county welfare department (CWD) case review: On May 1, 1984,
SDES repealed MPP 30-763.233c and adopted MPP 3(0-763.6, which recuired
CWDs_ to review their existing IHSS cases and to start paving for
protective supervision provided bv housemates,

-
-

Miller T judament: On February 11, 1988, the San Diego Superior Court
approved a final judgment. SDSS was required to notify votential class
members and process claims for back payments to applicants, recipients,
and their providers, who had been denied them under the invalidated
regulaticn, There were two kinds of payments: retroactive payments
from April 1979 through April 1984, and underpayments from May 1984 on.

.14 Miller I implementation: In September 1988, SpSS adopted requlations
{(MPP 50-018) and started implementing the ‘udgment. Implementation
problems cccurred, including the failure to send individual notices to
some potential c¢lass members, returned notices, delays in sending
notices, and insufficient notice of the right to claim underpayments.

.15 Miller T judgment: To correct the implementation problems in Miller I,

the Surerior Court ordered SDSS to notify potential class members again
and process claims for back payments. On July 19, 1991, it approved a
final judgment which regquired certain implementation changes from the
first judgment. '

.26 Miller II implementation changes: The Miller II regulations are
generally similar to the Miller I requlations. There are several
important changes based on the implementation problems in Miller I and
the court's 1991 amended judgment in Miller II:
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Individual notices: 8SDSS should send individual notices to all

162

providers who lived at the same address as the recipient from
January 1, 1980 through November, 1988, including health and
community care facilities, if necessary. (MPP 50-018.211)

Updating and remailing returned individual notices: SDSS should

165

update addresses on all individual notices returned as
undeliverable until April 1, 1993, and remail any updated. The
same deadline, based on the initial 8-month claiming period
stipulated in MPP 50-018.23, shall apply.

Reopening late claims: SDSS should reopen and CWDs must process
all claims denied solely because they were filed late and issue
notices with claim forms to the claimants. (50-018.47)

Retroactive payments: All recipients and non-spouse housemate
providers who filed a late claim in Miller I and were denied
solely for late filing should have their claim reopeneéd for
possible Miller II retroactive pavments, for the period from
April 1979 through April 1984, by SDSS and procesgsed bv CWDS:
these individuals need not file another claim for retrocactive
payments under Miller II (MPP 50-018.47). Any other recipients
and non-spouse housematss who provided protective supervision fer
any time between April 1979 and April 1984, and did npt file a
Miller I claim, are eligible to file a claim for retroactive
payments in Miller IX, (MPP 50-018.411, .412). Spouse recipients
and providers may file a claim for the limited period from April
1979 to July 1981 in Miller II (MPP 50-018.331), and anvy claim
after July 1981 will be cdenied under Miller v, Wocds and referred
to tne Welfare Rights Organization (WRC) v. McMahon case. (MPP
50-018.413(b) [to be drafted].!

Underpavments: All non-spouse recipients and oroviders are

.167

eligible to file a claim for underpayments for the period from
May 1984 throuch August 1985. (MPP S50-018.332, .413, .4%.) Spouse
recivients and providers may not file an underpayment claim in
Miller II, and any claim for underpayments will be denied under
Miller v. Woods and referred to the WRO v. McMahon case, (MPP 50-
018.413({c) [to be drafted])

Eight-month claim period: The claim period in Miller TII ~will
should be eight months from the beginning of the mailing of
individual notices, and the last day to file claims is
September 30, 1993, Thig date shall apply to remailings ag well,
(MPP 50-018.23.)

Adverse information notices: CWDs mav not denv claims solely

becavse case records or other informaticn contradicts information
provided by the claimant on the Standard Claim Form or
Supclemental Claim Form. They should send a "Notice of Action for
Adverse Information", attaching a copy of relevant information
from the case record or other source, and give the claimant 43
days to vrovide additional informaticm, (MPP 50-018.446, 350~
018.463, 50-018.521(a}, .522(a), .523(a), and 50-018.633).
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Forms: The forms have been changed to reflect the meodifications
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required to implement Miller II, including the use of separate
sets of the Standard Claim Form and Supplemental Claim FPorm for
provider claimants and recisient claimants.

{a) Use of Supplemental Claim Form: The CWDs should issue &
Supplemental Claim Form to the claimant whenever the CWD is
unable to locate either a previousiy approved IHSS case
record or a record of denial. The information from the
Supplemental Claim Form, completed as instructed by the
County, will be used to examine the claimant's contention
that the claimed recipient applied for and/or was denied
IHSS during -the retroactive claim period, as well as_ to
determine the c¢laimed recipient's income and rescurce
eligibility for IHSS during the period claimed., (MPP 50~
018.44,.452.)

(b) If a Miller II claimant is sent a Notice of Action
requesting the completion of either the Standard Claim Form
or the Supplemental Claim Form, the claimant should have
forty-five (45) days from the date of the Notice of Action
to complete and mail the pogtmarked document to the CWD,
(MPP 50-018.315, .432)

Notice of Action: For each claim received, the CWD should issus

.170

a2 final Notice of Action for retroactive vpayments and/or
underpayments, which is to contain information socecified in MPP
50~018.631(a) through (h).

Monthly CMIPS reports: CMIPS should provide menthly reports on

171

the status of each Miller I claim reopened as a result of being
denied due to receipt Ly the CWD after the end of the Miller I
ciaim period. The reports should contain information specified
in MPP S0~018.73.

Related implementation of WRO v, McMahon: CWDs should be

Authoricy Cited:

implementing relief in WRO v. McMahon at the same time ag
Miller IT., WRO grants svouse recipients and providers back
payments for protective supervision and _ transportation:
retroactive payments from July 1, 1583 through September 10, 1984
and underpayments from October 1, 1984 through September 210,
1985. CWDs should treat some Miller II claims for payments under
WRO when thev extend bevond Miller IT claim period for spouses.
CWDs_should insert a WRC claim form to accompany the Notice of
Action for those who are not eligible to receive retrpactive
paymentg and/or who apply for underpavments under Miller II,
because thev are spouse providers. (MPP 50-018.491)

HANDBOOK ENDS HERE

Sections 10553 and 10554, Welfare and Institutions Code.

Reference:

Amended judgment regarding Miller v. Woods dated July 19, 1§91,
case no. 472068,




Adopt New Section 50-018.2 to read:

)

Notification of Potential Claimants

.21

In order to notify potential claimants, the Department shall:

.22

.21 Bend an Explanatory Flver in English and Spanish, and a Provider

.212

Standard Claim Form in English with instructions how to obtain
the Spanish version, to all past and present IHSS providers
contained pn the THSS Pavroll System, from January 1, 1980 to
November 30, 1888 who at any time during this period lived at
the game address as the recipient. The Department will utilize

the services of the Franchise Tax Board and Department of General

Services to determine and mail to the mest current mailing
address available for providers identified in this manner.

Provide each (WD with sufficient guantities o©of Standard Claim

.213

Formg, Supplemental Claim Forms, Explanatory Fivers, and 17" x
22" posters medeled after the Explanatory Flvers, Each of the
abpve documents and posters will be in both English and Spanigh.

{a) For Miller 1II, there gshall be a Provider Standard Claim

Form, an Applicant/Recipient Standard Claim Form, &
Provider Supplemental Claim Form, and an
Avplicant/Recipient Supplemental Claim Form.

{b) Within these regulations, the terms "Standard Claim Form”
and "Supplemental Claim Form" shall applv to both the
provider and the applicant/recipient versions of these
forms, unless otherwise noted.

{c) In terms of notifving potential claimants as contained in
Section 50-018.211, the claim form mailed to providers
shall be the Provider Standard Claim Form.

Provide thoge interested organizations and cgroups listed in

214

Appendix A-1 through A-9 of the final djudgment referred to in
Section 50-018.11 with copies of the Standard Claim Forms, the
Explanatory Flyvers, and the posters, with a reguest to displav
the pesters in a prominent location and to distribute the
Explanatory Fivers and Standard Claim Ferms on request throughoutr
the claim period. :

Provide the Federal Social Security Administration offices in

California with copies of the posters, in English and Spanish,
and request the agency to dispiay the posters throughout the
claim period in prominent locationg where there is public access.

The claim periocd identified in this section shall be the eight month

period from February 1, 1993 through September 30, 1993,




.23 In order tr ol

ntial claziments, the county welfare departments

(CWZg! zmz_ .

.231 Plare the posters described above in a preminent location in each
lccal ¢f7.7e h=ving contact with the public throughout the claim
rericd

232 Provide the Exvlanatory Flver and Standard Claim Form to anv
rerzsn  inooirinr sbout eligibility for retrcactive payments
gnd/or undermevments fer MILLER v. WOODS.

.24 SDES ghell recpen specific Miller T cases from the first implementation
that were deni=? splelv for the reaseon that the claim was recesived
after the er. of the ¢laim period. fThese reopened cases will he
procegges P ToUr ze MILLER II applications and a determination made
foliowins tno:: rerulations as to the glaimant's eligibilitv for both
retrcazti nc underpavments. Reporting requirements for
these rec ined in Sectien .73 of these regulaticns.

241 Tre tims rveried for reopened Miller I cases denied because the
LEL7 wii received afrer the end of the Miller T claim pericd,
ertenc: from Marsh 10, 198% through September 30, 1993,
Authority Cited: Sers<icns 105 and 10554, Welfare and Instituticns Code

Refersnce:

rrernde’ dudicment regarding Miller v, Woods dated July 19, 1991,
Czes nI, LT20r0E




Adopt Section 50-018.3 to read:

.3

Application for Retroactive Pavments and Underpayments

231

laimant Responsibilities

.311

.312

The claimant shall cooperate in obtaining all informatiocn
necessary to process the claim. Failure to provide the needed
information shall result in the denial of the claim or of that
porticn of the claim for which the information is necessary.

All claimg for retroactive pavments and underpayments shall be

.313

filed on a Miller v. Woods claim form with the county welfare
department in which the claimant currentiv resides,

The claimant shall complete the clazim form, gion the form under

.314

penalty oOf overiury, cbtain the signature of & witness under
penalty of perdjury and mail or deliver the completed claim form
to the CWD where she/he lives,

The claim form shall be completed as stipulated in Secticms 50-

315

018.431 and ,443, and hand-delivered or mailed and postmarked to
the CWD by September 30, 1993, (Clzims hand-delivered or mailed
and postmarked after this date shall be denied.

If the claimant is sent a Notice of Action reguesting the

316

completicn of either the Standard Claim Form or the Supplemental
Claim Form, the claimant shall have fortv-five (45) days from the
date of the Notice of Action to complete and hand-deliver or mail
the document to the CWD, Whenever the claimant must return a
document or documents to the CWD within fortv-five (45} days, the
foliowing shall apply:

{a) If mailed, the document(s) shall be postmarked hy the last
day of the forty-five (45] day period.

{b)  If hand-delivered, the document{s) shall be delivered to
the CWD no later than the close of business on the last day
cf the forty-five (45) day period.

{c) 1f regquired document{g) are not hand-delivered/mailed and
postmarked within the time limits stated in this section,
denial of the claim, or that portion of the claim for which
the information is needed. shall result.

Unliegss otherwige specified, all references to "days" in regard to

time limits shall be construed as "calendar” days.




.32

County Welfare Department Responsibilities - Filing Date

{a)

The CWD shall date stamp the claim form when received, The CWD

(b]

shall retain all claim forms and envelopes of any claims resceived
for the Miller v. Wcods iawsuit,

The date of filing shall be the date postmarked on the envelope.

lc}

If the c¢laim is filed in person at the CWD, the date of filing

(d)

shall be “the date rECElVEd in the CWD offlce, and the date
stamped on the claim.

If the filing date cannot be determined as detailed above, the

filing date shall be the date the claim wag signed.

If the claim must be forwarded to another county for orocessing

(£}

because the services were either provided or received in the

second county, the first county's filing date shall applv,

If the date of filing on the Standard Claim Form is after

{g)

September 30, 1993, the claim shall be denied,

If & Supplemental Claim Form, as described in Section 50-018.441,

must be sent to the claimant, the filing date shall not chance,

The filing date shall remain that determined in accordance with

Sections S50~018.32(a), (b}, {e) and (d).

If the CWD receiving the claim cdetermines that gervicés were

(1)

receivaed or oprovided while the recipient/applicant lived in
ancther county, for ail or part of the claim period, the CWD
shall:

(1) Send a copy of the claim to each affected county. The CWD
shall alsc send a Notice of Action to the claimant within
10 calendar days cof the filing date explaining that the
correct LWD will procass the claim for the peripd of time
in which the services were nrovmded/recezved in the other

county.

(2) As_noted in Section 50-018.32{e}, the filing date for the
¢laim will be that determined by the first receiving CWD.

If the claim is a reopened Miller T claim, the filing date shall

be the date the claim was originally filed under Miller I, in
order to be processed for consideration of retrpactive payments.
The claim for underpayments shall be the date determined by the
postmark on the returned claim for underpayments, or as otherwise
stipulated in this secticn,

The CWD shall determine eligibility/ineligibility and compute the
retroactive payvments and underpayments due within 45 days of the
filing date or promptly after all necesgsary forms have been
completed and received by the CWD, The CWD shall input this




information inte the Case Management, Information and Payrelling
System (CMIPS) so that interest can be computed on approved cases
and the computation returned to the CWD,

(1) The CMIPS shall compute the total retroactive pavment
and/or underpayment amount due, with and without interest
and return the computation on a form developed by SDSS to
the appropriate CWD within five working days from the date
ef CWD input,

Within 10 working davs of receiving the computation from CMIES,

(1)

the CWD ghall issue a Notice of Action to the claimant which
gontains the information specified in Section 50~G18.631, and, if
applicable, Sections 50-018.634 and €35, If aporoved, payment
is authorized the same davy the Notice of Action is authorized.

CWDs receiving cla*ms forwarded freom another county ghzll mrocees

tna C.....,.I‘T, get roine E-_‘.‘.cl:i‘;'_"-\ COToTE TIUTDIOITLIVE DAVIANnTS
angd/er undernayments, compute intsrest, issue  the necessary
Notice of Action and input the necessary informaticn into CMIPS
within 45 days of receipt from the original county or promptly

after all necessary forms are completed,

Time 1limits for CWDs specified in Section 50-018.32 mav Dpe

{n)

exceeded in situationg where completion of the specified tasks ig
delayed due to circumstances bevend contrgl of the CWD. In these
instances, the reason{s) for the delav(s) shall be documented in
the affected claimant's case file,

Unless otherwise specified, all references to "days" for these

time limits shall be construed as "cazlendar” davs.

.33 Retroactive Payment and Underpayment Time Periods

.331

Eligibility for retroactive pavments ghall be limited to the

Authority Cited:

following periods:

(a) April 1, 1979 through April 30, 1984 for claims in which

the housemate was a nonspouse provider; and,

(b} April 1, 1978 through July 31, 1981 for cilaims in which the
housemate was & spouse provider.

Claims in which the period claimed is bevond the retroactive time
period specified in Section 50-018.331(a) shall be processed as
underpayments only for the pericd May 1, 1984 through August 31,
1985,

Sections 10553 and 10554, Welfare and Institutions Code.

Refersnce:

Amended judgment regarding Miller v, Woods dated July 19, 1991,
case no., 472068.




Adopt Sections 50-018.41, .42, .43, .44, and .45 to read:

.4

Claim Processing

.41

Conditions for Class Membership

.411 IHSS housemate provider claimants may be eligible tp receive

retroactive payments and/gr underpayments in Miller II.
Housemate provider claimants who are potentially eligible to
receive retroactive payments and/or underpayments are perscns
who:

(a} Lived with an individual meeting the conditions of Section
50-018.413{a}, (b}, (c} and (d) and vrovided protective
supervision to that individual during the applicable
retrgcactive payment and/or underpayment period svecified in
Section 50-018.33; and,

(k) Were not compensated for providing protective gsumervision
services for the monthi(s! claimed.

Spouse provider claimants may be eligible to receive retrpactive

413

payments only and are not entitled to underpavments in Miller IT.
Spouse vrovider claimants whe are potentiallv eligible to receive
ratroactive pavments are persons who;

{a) Were legally married tp an individval meeting all
applicable conditions stated in Section 50-018.413, and
provided protective supervision te that individual during
the applicable retroactive payment veriod specified in
Section 50-018.331(b): or,

(b} Were considered to be a member of a married coupnle as
defined for the purposes of SSI/SSP eligibility in 20 CFR
416.1806, lived with an individual meeting all applicable
conditions stated in Section 50-018.413, and provided
protective supervision services during the applicabile
retroactive payment and/or underpavment pericd gspecified in
Section 50~018,332(b);: and

{c) Were not compensated for providing protective supervision
services for the month(s} claimed.

i1HSE recipvient/applicant claimants potentially eligible to
receive retroactive payments and/or underpayments are persons
who:

(a) Were California resi ents, aged, blind, or disabled during
the applicable retroactive and/or underpavment period
specified in Section 50-018.33 and met the eligibility
conditions of MPP 30-755; and,




Weres nonself-directing, confused, mentally impaired, or

mentally ill, and may have been hurt or injured if left
alone, thus meeting the general conditicns for recuiring
the service of protective supervisicn: and,

Paid the housemate oprovider during the applicable

retroactive payment and/or underpayment vperiod for the
service of protective supervisicn, and either,

Received THSS benefits, but were denied vprotective

supervision gervices during the applicable retroactive
payment and/or underpayment period sclely because the
provider was a housemate or a spouse, and the amount of
benefits was less than the severely impaired or nongeverely
impaired maximum, as applicable at the time: or,

Applied for IESS services during the applicable retroactive

pavment and/or undervayment period and wers denied
protective supervision solely because the provider was a
housemate or a spouse.

L42 Review of Class Membership Questions

-

.421 The (WD shall review the responses to the c¢lass membership

gualifying cuestions in Part I, Section 2 of the Provider

Standard Claim Form.

{a)

If the claimant answered "no" to guestions 2A, or 2B, or

2C, or 20, the CWD shall issue a Notice of Action denving
the claim. The notice shall explain that the claimant is
not a Miller v, Woods class member,

If the claimant answered "yes" to guestions 2A, 2B, 2C. and

2D but answered "noc" to both guesticons in 2F, that is, the
person whom the claimant stated received protective
supervision neither received nor was denied THSS benefits,
the CWD shall denv the claim and issue a Notice of Action.
The notice shall explain that the c¢laimant is not a
Miller v, Woods class member because he/she did not prove
the claimed recipient applied for or was denied IHSS during
the claimed retroactive or underpayment period.

If the claimant answered "ves" to 2A, or 2B, or 2C, or 2D.

or 2E, or 2¥ and the CWD has information available which
contradicts the claimant's contention of class membership,
the CWD shall issue a Notice of Action £for Adverse
Information and attach a copy of the contradictory
information, The claimant shall have 45 days from the date
of Notice of Action to provide additicnal information if
available.

10



2t answered "unknown" to either wpart of
the Provider Standard Claim Form, the CWD
Notice of Action and a Miller v, Woods
voplemental Claim Ferm to the claimant. The
‘ nave 45 davs from the date of the Notice of
compiste the form and return it to the CWD.

.43 Review cf Informaticn Contzined on the Standard Claim Form

431 The CWD shall review each Standard Claim Form submitted to
determine iI the ciaimant has provided the information necessary
tc _furtner wvrocess the ¢laim, For the purpeses of this
decermination, 2 claim shall be considered complete when a1l the
following requirements are met:

{z The following informaticr requested in Part I, Section 1 is
proviIisd, nETE, social  gsecuritv  number, and current
ciirser

o RLI guelifving guestions in Part I, Section 2 are answered.

{c! Parc I, Cection 3 is completed, if applicable.

L ]

= zzre I, E=zcticn 4 is completed in its entirety, including:
nzog Cf rerscn wno needed protective supervision: his/her
currernt cr last known address, and his/her relacicnshio to
fhe provider

e’ Fgro -, fsction B, ef the Standard Claim Form is sicned bv
the glzimant znd dared

{<, Farc 1. fesction 6, of the Standard Claim Form is signed
Eans darted

o Tne information requested in Part II and Part IIT is
provided, ag apclicable.

432 If the CWD determines that Part I of the Standard Claim Form has
not been ceompletslv filled out as specified in Section 50—
018.422. or if the claimant and a verifying witness have not
gsicned and dated the form, the CWD shall send tne claimant a
Nczlce of Action specifying that portion of the form which is in
ness ol completion The Notice of Action shall alsp state that
the claimant has 45 davs from the date of the Notice of Action to
gubmic the completed form to the CWD. If the completed form is
noet returned to the CWD within the 45 daye, the claim shall be
denied, and & denial Notice of Action (NOA) shall be mailed tc
Lhn& claimant

433 Uzon receipt of the information requested in Section 50-018.432,
the CWD shall review the resubmitted information to determine if
the cleim is now complete in accordance with the criteria in
Secrion 50-02£.431. If complete, the CWD sghall continue
Processing the claim

11



(z) If the claim is still not complete because the claimant did
not provide all the requested information, the CWD shall
deny the claim,

.434 Failure on the part of the claimant to respond within the 45-dav
period shall result in denial of the claim.

.44 Supplemental Claim Form

.441 The CWD shall issve a Supplemental Claim Form to the claimant
whenever the CWD is unable fo locats either a previously approved
IHSS case record or a record of denial of THSS eligibility. The
purpose of the Suppliemental Claim Form shall be to: (1) reguest
information from the claimant regarding the claimeé recipient's
apelying for and being denied IHSS during the retroactive paymen:
period; and (2} determine whether the person claimed to have
received protective supervision services met or would have met
the income/rescurce eligibility regquirements for IHSS sgervices
guring the period claimed., The CWD shall include a Notice of
Action with the Supplemental Claim Form stating that completion
of the form is necessary in order to further determine
eligibility for retroactive payments and underpayments and that
the claimant must return the comecleted form te the CWD within 45

davys.

{a) If the CWD has no case record of an IHSS applicaticn and
denial for the claimed recipient during the retrpactive
payment pericd(s) being claimed, the Notice of Action
accompanying the Supplementzl Claim Form shall recquest the
claimant to complete all parts of the Supplemental Claim
Foerm, based on the criteria in Section S50-018,443,

{b) If the CWD has a case record showing the claimed recipient
had applied for and was denied IHSS for the retroactive
pavment periocd{s) being claimed, but the (WD cannot
determine from the case record whether the claimed
recipient met TIHSS income/resource eligibility criteria,
the Notice of Action accompanying the Supplemental Claim
Form shall request the claimant to complete Parts I, IIT,
and IV _of the Supplemental Claim Form, relating to
income/resource eligibility for IHSS, based on the crireria
in Section 50-018.443,

{c) If the CWD has lost or destroyved its records or did not
maintain adequate records during the claimed period, the
CWD shall send the Supplemental Claim Form requesting
completion of zll parts of the form bagsed on the criteria
in Section 50-018.443.

.442 Upon receipt the CWD shall date stamp the submitted Supplemental
Claim Form following the provisions of Section S0-018.32({a}.

2



.443

The CWD shall review the submittsd Supplemental Claim Form to

444

ensure that all recuired gquestions are answered, all recuired
information is provided, and that the form is signed and dated by
beth the claimant and by a verifying witness. For the purposes of
this determination, the Supplemental Claim Form shall He
considered complete when the reguired secticns gspecified in
Section 50~018.441 are completed and:

{a! The following information requested in Part I, Section 1 is
provided: name and address of the person for whom it is
claimed provided/received protective supervisicn services
during the months claimed.

{b) For the Provider Supplemental Claim Form, Part I, Section
2, the name and current or last known address of the person
for whom it is claimed received vrotective gupervigion
gerviceg during the months claimed, is completed,

(¢} If Part II is applicable, Sections 1 and 2 recuesting
information and documentation related tc an  IHSS
aprlicaticn and/or denial for the person for whom it ig
claimed received protective supervision services during the
months claimed, is completed.

{d) Part III, Sections I, 2, and 3 relating to the (1) receipt
of Supplemental Security Income/State Supplemental Program
(S81/852) benefitg; (2) average ¢gross monthly income from
all sources:; and (3) the amcunt of average monthly licuid
resources in excess of $1500 for a single person, and $2250
for a married vperson, are vprovided for the claimed
recipient during the vears for which hours are claimed.

{e) Part IV of the Provider or Recivient Suvplemental Claim
Form is signed and dated by the claimant.

{f) part Iv, Section 2 of the Provider or Recipient
Supplemental Claim Form is signed by a verifying witness,
and dated, with his/her address and relationship to
claimant completed.

lg) 2art IV, Section 3 of the Applicant/Recipient Supplemental
Claim Form is signed by the person completing the claim
form, with address and relationship to the
applicant/recipient completed.

if the CWD determines that the Supplemental Claim Form is

incomplete based on the criteria in Section 50-018.443, the CWD
shall send a Notice of Action reguesting the missing information
and attach to he Notice a copy of the original Suvplemental
Claim Form submitted. The Notice of Action shall specify the
section number of the form which is in need of completion and
shall state that the claimant has 45 days from the date of the
Notice of Action to submit the completed form or the claim will
be denied.

13



.445

(a) Upcn receipt of the information recuested in Section 50-

0lg8.444, the CwD shall review the submitted informaticn to
determine whether the Supplemental Claim Ferm is now
cemplete in accordance with Sectionm 50~018.443. If
complete, the CWD shall continue processing the claim. If
the Supplemental Claim Form is still not complete, the CWD
shall deny the claim,

If the completed Supplemental Claim Form is not received from the

L4486

claimant within the 45-day limit, _ the CWD shall deny the claim in

accordance with Section 50-018.314.

Information submitted by the claimant on the Supplemental Claim

Authority Cited:

Form shall be presumed to be true as long as the form has been

signed and dated by both the claimant and a witness, unless the
CWD hag information which contradicts information supplied by the
claimant. If the CWD has such infeormation available and the CWD
determines that information indicates the claimed recipient of

protective supervigsion services would not have been eligible for
THSS, the CWD shall issue a Notice of Action for BAdverse

Information and attach a copy of the contradictory information.

The claimant shall have 45 days from the date of the Notice of
Action to provide additional information if available.

Sections 10553 and 10554, Welfare and Institutions Code.

Reference:

Amended judgment regarding Miller v. Weods dated July 19, 1951,
case no. 472068 and 20 CFR 416.1¢06.

14



Adopt Section 50-018.45 to read:

.45 Existing Case File and Information Regquirement

451

The CWD shall determine if there is an existing case file with

.452

which to match claim information for determining eligibility.

In acccrdance with Section 50-018.44, if the CWD cannot locatre a

.453

case file for the IHSS recipient/applicant for whom it is claimed
protective supervision services were provided without IHSS
compensation, or if the CWD cannot determine eligibility from the
existing case file for the months claimed, the CWD shall send a
Suvrlemental Claim Form to the claimant.

All information received and/or obtained in relarion to the

.454

Miller v. Woods court case, and all forms generated ags a result
of the court case, shall be retained by the CWD in a MILLER case
file. These documents shall include, buf not be limited to:

{a) Completed Standard Claim Form and any  subseguent
resubmitctals:
{h) Completsd Supplemental Claim Form, if "spplicable, and anv

subsequent resubmittals and any documents submitted bv the
claimant in responding to the Supplemental Claim Form;

{c) Completed Eligibility Determination Worksheets, including
documentation of retroactive pavyments and preiudagmnent
interest calculations as well as underpayment calculations:

{3} A copy of any Notices of Action sent to the claimant:

{e} A cooy of any correspondence with other CWDs in relation to
the claim;

{£) All CMT?S documents; and,

{g] A copy of all other documents used in the determination of
eligibility and computation of payments.

The CWD shall not reguire the claimant to provide information

Authority Cited:

other than that requested on the Standard Claim Form and, if
needed, Suppliemental Claim Form. However, the claimant shall be
offered an cpportunity, in the form of a Notice of Acticn for
Adverse Information, to submit additional information that might
rebut a possible denial bagsed con CWD records. The CWD shall
gensider any additional information cubmitted by the ¢laimant to

support his/her claim.

Sections 10553 and 10554, Welfare and Instituﬁions Coda

Reference:

Amended judgment regarding Miller v. Woods dated July 19, 1991,
case no. 472068.
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Adopt Section 50-018.46 to read:

1456

Presumptive Need For and Provision of Protective Supervision

(461

If other information available to the CWD, including, but not

L4632

limited to, previous or current IHSS cagsefiles, does not rebut

the presumption of need for protective supervision, the pverson
claiming to have needed protective supervision is presumed to
nave needed protective supervision for the months claimed during

the applicable retroactive payment and/or underpavment period if:

(a) A need for protective supervigion was assessed at any time,
in which case the need shall be from that time forward: or,

(b} The needed protective supervigion ig attested to by a sworn
scatement from the claimant and verified Dv a sworn
statement of a witness contained on the Standard (Claim
Form. The CWD shall consider any other documentation
submitted by the claimant to support the presumption of
need for protective supervision.

The person claiming to have needed protective supervision is

(463

presumed to have received protective supervigion services for the
months claimed during the applicable retroactive pavment and
underpayment pericds if the delivery of such services is attested
e bV a sworn statement from the claimant and verified by a sworn

statement of a witness, ccntained on the Standard Claim Form, and
other information available to the CWD, including, but not

limited to, previous or current IESS casefiles, ¢(poes not rebut
the presumption of delivery of protective supervision services.

{a) The CWD shall presume that any protective supervision
services vprovided and claimed were not provided
voluntarily,

If information available to the CWD rebuts the presumption of

464

either the need for or the delivery of protective supervision

services during any of the months claimed during the applicable
retroactive pavment and underpavment pericd, the CWD shall issue
a Notice of Action for Adverse Information and attach a copy of

the contradictory information. The claimant shall have 45 days
from the date of the Notice of Action tec provide additional

information if available,

1f the CWD IESS recordkeeping svstem shows ne record of the

claimed recipient ever applying for or being denied IHSS for the
period being claimed, the CWD shall issue a Notice of Action
requesting the claimant to complete an attached Supplemental
Claim Form in accordance with Section 50-018.44. The claimant
shall have 45 days from the date of the Notice of Action to
submit the completed Supplemental Claim Form,

16



(a} I the clzimant does not submit the Supplemenral Claim Form
Wiliin the 45-dav peripd, the claim shall be denieq.

{* 1I the clzimant submits the Supplemental Claim Form, and it
1 comrlete based on the criteria in Section 50-018.443,
tns Wl snhzll proceed to Section 50-018,%372,

{c If the submitted Supplemental Claim Form is incomplete
bzsed cn the criteriz in Section 50-018.443, the CWD shall
ioiicy instructions in Section 50-018.444(a),

120 1f _the (WD determines that information supplied by the
cizimant verifies that the claimed rescipient did in fact
éroly for and was denied IHSS during the retroactive
TeimEnt period being claimed, the CWD shall continue to
Eriociz the claim to derermine eligibility for pavments.

g =i the CWT determines that the informaticn supplied by the
claimant does not verify that the claimed recipient did
grolv for o oard was denied IHSS Quring the retroactive
LelmELY Teriod being clzimed, the OWD shall issue a denial
Piam o mm e lﬂ--'f'-'ﬂ”

Authority Ciz= . = nE ZUILD o and 10834, wWelfare and Institutions Code.

Reference.

sudoment recardine Miller v. Woods dated July 18, 1951,
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Adopt Section 50-018.47 and .48 to read:

.47

Miller I Recpened Caseg Denijed For Late Filing

.48

.471 Only those Miller I claims specified in Section 50-018.24 that
were denied because the claim was received after the end of the
Miller I ciaim period shall be recpened and receonsidered for
retroactive payments and prejudgment interest during the
MILLER IT claim perigd.

.472 The Miller I claimants whose claims shall be reovened during
Miller II, those claims which were denied solely for the reason
of late filing, shall be sent a Notice of Action prior to the
beginning of the Miller II claim period. The Notice of Actiocn
shall state the reason for the reopening and shall recuest the
claimant to complete an atrached Miller I Standard Claim Form
oniy if the claimant desires to make a ¢laim for undervavments.

{a) The claimant will be requested to complete and return the
Miller II Standard Claim Form if he/she wishes to make a
claim for underpavments.

{b) The CWD shall begin Dreocessing the reopened Miller I claims
immediatelv upon notification that the claim has been
recpened.

{c) If the Miller T claiment whose case has been reopened makes

a claim for underpayments, such claim will be procesged in
accordance with these requlations.

With the exception of Secticn 50-018.47 zbove, claimants filing in

Miller IT who had previously filed Miller I claims shall have their
Millier II claim processed for underpayments onlv, where underpayments
exist,

.481 A Miller I claim shall be one that was received during the

Miller I claim period, September 9, 1988 through March 9, 1989,
Regqulations in effect for Miller I reguired each claim to receive
& retroactive payment eligibility determination resulting in
either an approval, a denial, or a partial approval/denial. In
addition, the final decision of each Miller I claim had to be
documented by a Notice of Action to the claimant stating the
decision and notifying the claimant of the right to a state
hearing,

.482 No Miller I claim for the retroactive claim period may be

recpened or reconsidered except as sgpecified in Section 50—
018,47,

.483 Except as specified in Secticn 50-018.47 above, Miller I
claimants who make a claim in Miller IT for retroactive payments
and prejudgment interegt shall have their claim for such pavments
denied,




484 Miller I claimants making & claim under the vprovisions of Miller

Aurhority Cited:

I1 for underpayments ghall receive an eligibilitv determination

for underpavments.

Sections 10553 and 10554, Welfare and Institutions Code,

Reference:

Amended iudoment regarding Miller v. Wocds dated July 19, 1891,
case ne, 472068,




Adopt Section 50-

018.49% to read:

.49 Eligibility for Underpavments

L4591

Miller Il spouse providers shall not be eligikle for

452

underpayments. Spouse provider eligibility for Miller IT
retrpoactive payments extends only through July 31, 1981 .

{a) Spouse providers making a claim for underpayments in
Miller II shall have their underpayment claim denied, with
a Notice of Action stating the reason for the denial. Such
providers may be eligible for retroactive payments or
underpayments under Welfare Rights Organization (WRO) wv.
McMahon, and will receive a WRO Standard Claim Form with
their Miller II denial NOCA.

Miller II nonspouse provider and applicant/recipient claims shall

Authority Cited:

be eligible for underpayment congideraticn onlv if their
eligibility for Miller II retroactive payments extended chrough
the end of the retroactive pavment claim period, April 30, 1884,

{a) Nonspouse providers and applicant/recipient claimants shall
have their Miller II claim for underpavments denied if
their eligibility for retroactive payments does not extend
through the end of the Miller II retroactive pavment claim
period, April 30, 1984, Their Miller I claim for
underpayments shall be denied with a Notice of Action
stating the reason for the denial.

HANDBOCK BEGINS HERE

{b) Eligibility for underpayments in Miller TII results from
IHSS cases or Miller II cases carried through the effesctive
date of the corrected housemate requlations, MPP 30-7€3.6,
effective Mavy 1, 1684. Potentially eligible cases are
those that were not corrected as of the effective date of
the revised requlations. Claims for underpayments in which
there was not an active case recquiring updating to reflect
the housemate regulations shall be denied, with the
exception of approved Miller II claimants whose eligibility
extends through the end of the retroactive claim period.

HANDBOOK ENDE HERE

Sections 10553 and 105854, Welfare and Institutions Code

Reference:

Amended Judgment regarding Miller v, Woods dated July 18, 18971,
case no., 472068,
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Adopt Section 50-018.51, .52, .53, .54, .55, .56, and .57 to read:

.5

Use of County Worksheet to Document Findings and Calculate Payments Due

51

The CWD shall use the Miller v. Woods Retrpactive Payment Eligibility

Determination Worksheets to document all determinations made on each

claim submitted. Information from the Standard Claim Form. and the

Supplemental Clzim Form and case record, where available, shall be used

£o complete the worksheet.

.511 The CWD shall record the claimed provider's and recipient's
names, social security numbers, and case pumber, if available, at
the tor of Part I of the worksheet.

512 The CWD shall determine the claimed recipient's eligibility for
clags membership by reviewing the claimant's response on Part I,
Section 2 of the Standard Claim Form, and shalil document these
findings on step #1 of the worksheet.

{a) If the claimant answered "ves" to guestions 22, 2B, 2C, and
2D, cf the Standard Claim Form, the CWD shall proceed to
step #2 of the worksheet.

() If the claimant answered "no" to anv of the above
questions, the CWD shall issue a denial Notice of Actien
explaining that the claimed recipient is not a Miller 11
class member.

513 The CWD shall determine if the claimed recipient applied for or
wag denied IHSS during the retroactive claim period, by reviewing
the claimant's response on Part I, gection 2, cguestion 2F, of the
Standard Claim Form, and shall document this finding on step #2
of the worksheet.

{a) If the claimant answered "ves" to the first part of
guestion 2F cf the Standard Claim Form, the CWD shall
proceed to gtep #31 of the worksheet,

{b) Zf the claimant answered "nmo" to the first part of question
2F of the Standard Claim Form, the CWD shall issue a_denial
Notice of Action.

(c) I1f the claimant answered "unknown" to either part of
question 2F of the Standard Claim Form, the CWD shall send
& Supplemencal Claim Form tc the claimant.

.514 The CWD_ shall determine if there ig any record of an IHSS

approval or denial, and shall document this finding on step #3 of
the worksheet,

21



.52

{a) If thers is a record of aporoval or denial the CWD shall:

(1) proceed to step #4 of the worksheet if there iz a
record of acproval for IHSS.

{2} proceed to step #8 of the worksheet if there is a
record of denial for IHSS.

(b) If there ig no THSS case record, the CWD shall send the
claimant a Supplemental Claim Form.

In determining eligibility for those c¢laims in which the CWD has

verified by cazse record that the claimed recipient of protective
supervision services was authorized THSS during the month{s) claimed,
the CWD shall do the following, using the Retroactive Pavment
Eligibility Determination Worksheet, Part I, zters #4 througn #8:

.521 Determine whether the case record indicates that protective
supervision services were denied during the month(s) claimed for
& reaseon other than beczuse a spouse/housemate was providing the
service, and check the appropriate response on step #4 of the

worksheet,

{a) If, for anvy month(s) claimed, the cage record indicates
that the denial was based on & reason ofther than the
provision of protective supervision by the

spouse/housemate, the CWD shall issue a Notice of Action
for Adverse Information and attach & cony of the
information which indicates the reason for denial of
protective supervision. The claimant shall have 45 davs
from the date of the Notice of Action to provide additionzl
information if available. The CWD shall process the claim
for any remaining month(s) of eligibility, vending receipt
of a responge from the claimant.

.522 Determine whether any information exists outside the case record
which indicates that protective supervision services were denied
during the monthi{s) c¢laimed for any reason other than the
provisicn of vrotective supervision bv the spouge/housemate, and
check the avpropriate response on step #5 of the worksheet.
Information outside the case record may congist of, but not be
iimited to, the CWD's knowledge of the IESS recipient's placement
in a state hospital or cther type of out-of-home care during the
monthi{s) claimed,

(a) If, for anv month{s) claimed, information exists outside
the case record, as described in Jection 50-0318.522, the
CWD ghall document the reason in the space provided on the
worksheet, issue a Notiece of Action for Adverse
Information, and attach a copy of the informaticn, which
indicatss the reason for denial of protective supervigion.
The c¢laimant shall have 45 davys from the date of the Notice
of Action to provide additional information if available.
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The CWD snzll process the claim for any remaining month(s)
i eiigiziiity, vending the receipt of a response from the

czge record whether the IHSS recipient was
tory maximum payment, as described in Sectien
any eligible month({s) claimed. Check the
¢n step #6 of the worksheet.

iz For o oanv iigible month(s) claimed in which the IHSS
recipient was authorized the starutory maximum payment, the
CwD shzll iscue a Notice of Action of Adverse Information
and _attaech a copy of the relevant information from the case
recorc.  The claimant shall have 45 davs from the date of
the Notice of Action to provide additional informatio-
reczroinz their level of authorized hours,if available.

e o= TWD shall oceau to Section 50-018.54 and determine if
tnere are anv remaining menth(s) in which the case was not

2 the ta:Ltc*' maximum.

,522 Ts ezord or Part I, Section 4 of the
St relationship between the claimed
joby Check the appropriate response on sten 47
cf

L52¢8 grzrmine from the case record whether the claimed IHSS recipient
severelv impaired (SI} ¢r nonseverelvy impaired (NSI) and

£_Sh® BTVTTrITTIATE r2gponis on step #8 of the worksheet.
.53 I Cetermining e‘wﬁlzilgtv for those claims in which the claimed
recipisnt ¢l nrotective pervision was denied IHSS during the month(s )

claimsd. the CWD shall comnlete step #9 of the Retrpactive Pavment
Elig:bility Determination Worksheet, locate the record of denial, and
follow the procedures in Sections 50-018,521 and .522. The CWD shall

tg  Becricn 50-018.55 for instructions to  complete the

caleulation cf net pavments on Miller IT c¢laims in which an IHSS case
een denjec and the Miller IT claimant is determined eligible for

denizi of TES: during either the entire or partial pericd
clazimed, the CWD shall issue a Notice of Action and a
Supplemental Cleim Form to the claimant to establish whether the

claimed recipient received protective supervision would have met
the income/resource eligibility recuirements for IHSS. The
clairan: shall have 45 days from the date of the Notice of Actiorn

EC_cooplete the Sucn’emental Claim Form and return it to the CWD,
o t:s cleim zshall be denied.

.232 Upcn the CWDs receipt of the completed Supplemental Claim Porm,
for denied I.SS cases, the CWD sghall check the appropriats
resgenses con Porc I, steps #10 through #12 of the worksheet. The
CWl snall vrocsed £ Secticn 50-018.55 if:
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1233

{a) The claimant's responges on Part ITI, Secticns 2 and 3, ¢of
the form indicate that the THSS income/rescurce eligibility
requirements would have been met during the pericd claimed.

=); If the claimant's responses on Part ITI, Sections 2 and 3,
of the form indicate that the IESS income/resource
eligibility requirements wouldé not have been met during the
period claimed, the CWD shall deny the claim for those
period(s) of ineligibility, document the reason fer denial,
and then proceed to Section 50-018.55 for any remaining
pericd(s) of eligibility.

{c) If the claimant's responses on Part III, Sections 2 and 3
of the form indicate that the 1IE3S income/resource
eligibility reguirements would have been met during the
period claimed, but the CWD obtains information which
contradicts that supplied by the claimant, the (WD shall
issue a Notice of Action For Adverse Information and attach
2 copy of the contradictory information., The claimant
shall have 45 days from the date of the Notice of Action to
provide additional information if available.

If the claimant fails to return the completed Supplemental Claim

Form to the CWD within 45 dayvs from the dafte of the Notice of
Action, the CWD shall deny theose menths in which the IHES
eligibility could not be established, If there are any remaining
months of potential eligibility, the CWD shall determine
eligibility and shall proceed, as apelicable, te Section 50—
018.55,

.54 Caleulating the Actual Retroactive Payments and Underpavments -THSS

Case Record For Period Being Claimed

.541

Parts II and III of the Standard Claim Form and information from

542

the case record, if available, shall be wused to calculate
retrocactive pavments and undervayments due on the Retroactive
Payment Eligibility Determination Worksheet and the Underpayment

_ Eligibility Determinative Worksheet. The CWD shall uses the

avoropriate worksheet to calculate retrpactive payments if the
claimant is found eligible,

For each claim in which IHSS eligibility during the applicable

retroactive pavment and/or underpayment periods has Dbeen
established by the findings in the case record, the CWD shall use
Part II of the aporopriate worksheet to calculate and document
the payments due for each month as follows:

{a} Each month and vear claimed during the retrcactive payment
and/or underpayment pericd shall be listed in Column 1.

(D) A determination of whether the c¢laimant is' "class
eligible," ag provided on Part I, step #1 shall be entered
for each eligible menth in Column 2.
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The number of hours claimed, as entered on Parts II and III

of the Standard Claim Form, shall be enterad in Celumn 3.

The dollar amount claimed, which shall be determined by
muitislying the number of hours claimed by the CWD's lowest
individual provider hourly wade rate during the period
claimed, shall be calculated by CMIPS in Column 4.

{e) The amount of pavment the IHNSS recipvient was originally
authorized during the applicable retroactive and/or
undervayment period shall be entered by the CWD, from
review of the case record, in Column 5.

{f) The applicable statutory maximum as specified in Sectien
50-018.58, shall be entered by CMIPS in Column 6.

{1} If the case record indicates that the IHSS recipient
was severely impaired, C(MIPS shall calculate
payments using the applicable seversly impaired
maximums. If the case record indicates thac the THSS
recipient was nonseverely impaired, CMIo3 shall
calculate payments using the applicable nonseverely
impaired maximums. The CWD  shall enter the
aperopriate impairment level in Column 7.

lg}  The applicable sratutory maximum, as_specified in Section
50-018.58 minus the amount originally authorized and
entered in Column 5 shall be calculated by CMIPS in Column
8. .

{h}  Total retroactive payments and/or underpayments due shall

be calculated by CMIPS in Column 9 as follows:

{1} For those c¢laims in which it has been established by
the case record that the person who ig claimed to
have received protective suvervision services was an
IHSS recipient. the total retroactive payments and/or
underpavments due shall be the lesser of either of
the following:

{A) The difference between the applicable statutory
maximum, as specified in Section 50-018.58 and
the amount originally authorized, as entered in
Column 5, or:

{B) The amount claimed, as entered in Column 4.

(2) Claimants entitled to retrcactive payments shall alsc

be entitled to prejudgment interest. CMIPS shall
calculate the amount of prejudgment interest due,
based on the amount of retroactive payments in
Column 3,
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543

{3) Underpayments due shall not be subject to prejudcment
interest.

After completion of calculations for retroactive payments and/or

underpayments, the CWD claim processor and his/her immediate
supervisor shall sign and date the arpropriate worksheet at the
svace provided,

+35 Calculating the Actual Net Retroactive Pavments and/or Underpayments

~Denied and No Record Cases .

.551 Parts II and III of the Standard Claim Form, and the case record

.552

and Supplemental Claim Form, if available, shall be utilized to
calculate retropactive payments and underpayments due on the
Retroactive Pavment Eligibility Determination Worksheet and the
Underpayment Eligibility Determination Worksheet. The CWD shail

use the appropriate worksheet to calculate retroactive payments,

if the claimant is found eligible,

For each claim in which the CWD has either located a record of

IHSS denial or the CWD has been unable to lccate a cagse record

and eligibility for IHSS hag been established bv the responses an

the Suprlemental Claim Form, the CWD shall use Part II of the
appropriate worksheet to calculate and document the pavments due
as follows for each month claimed:

(a8) Each month and yvear claimed during the retroactive payment
and/cr underpavment claim period shall be listed in Column
1.

(D) A _determination of whether the claimant is class eligible,

as_indicated on Part I, step #1, shall be entered for each
eligible month in Column 2.

{c) The number of hours claimed, as provided on Parts IT and
III of the Standard Claim Form, shall be entered in Column
3,

{d) The dollar amount claimed, which shall be determined by

multiplving the number of hours clazmed by the CWD's lowest
individual provider hcurly wage rate during the period
claimed, shall be calculated by CMIPS in Column 4.

g) The applicable nonseverely impaired statutory maximum, &s

T specified in Section 50-018.58 shall be calculated by CMIPS
in Column 6,

{3} The CWD gshall use the applicable nonseverely impaired
statutory maximum to caiculate payments due for all
eligibie cases in which: the CWD has no record of
denial or the case record could not be located:
eligibility has been established through the
Supplemental Claim Form:; and, available evidence does
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.56

nct clearly show recipient need at the ssverely
impaired level. The CWD shall enter the appropriate
impairment level in Column 7.

{£) The total retrcactive payments and/or undervavments due,
which shall be the amcunt claimed, as specified in Secticn
50-018.542(d4), the amount claimed for anvy menth does not
exceed the applicable nonseverely impaired statutery
maximum during the month claimed shall be calculated by
CMIPS in Column §.

{1) The total payments due shall be limited to the
applicable nonseverely impaired statutory maximum
amount during the month claimed.

(2) Claimants entitled to retroactive pavments shall also
be entitled tp prejudgment interest.

{3) Underpayments due shall not be subject to prejudgment
interest.

552 After completion of calculations for retroactive payments and/or
underpayments, the CWD claim processer and his/her immediate
superviscr shall siogn and date the appropriate worksheet at the
scace provided.

The CWD shall uge the Miller v, Woocds Underpayment Eligibility

Determination Worksheet to document all determinations for underpayment
claims which were determined eligible for retroactive payments under
Miller T or Miller II. Information from the Standard Claim Form,
Retroactive Payment Eligibility Determination Worksheet, and
Supplementzl Claim Form and case record, where available, gshall be used
to complete the worksheet.

.561 The CWD shall record the claimed provider’'s and recipient's
names, social security numbers, and case number, at the top of
Part I,

.562 The CWD shall determine whether the claimant is a spouse by
reviewing Part I, Section 4 of the Standard Claim Form.

{a} If the claimant is a spcuse, the CWD shall document this on
Part T, step #1 of the worksheet, and shall deny the claim
for underpavments, The CWD shall refer the claimant to WRO
and include a WRQ Standard Claim Form with the Miller II
denial Notice of Actiom.

{b) If the claimant is not a spouse, the CWD shall proceed to
step #2 of the 3, orksheet,

.563 The CWD shall determine the claimed recipient's eligibility for
class membership by reviewing the claimant's response on Part I,
Section 2, of the Standard Claim Form, and shall document these
findings on step #2 of the worksheet.
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{a) If the claimant answered "no" to questions 2A, or B, or C,
gr D _of the Standard Claim Form, the CWD shall issue a
denial Notice of Action.

(b} If the claimant answered "ves" to all of the above
guestions, the CWD shall vproceed to step #3 of the
worksheet.

.564 The CWD shall review the Standard Claim Form, Part I, Section 2,
guestion 2F to determine if the claimed recipient applied for
and/or was denied IESS during the claim period.

(z) If the ¢laimant answered "no" to the first part of guestion
2F, the CWD shall issue a denial Notice of Action.

(b) If the claimant answered "ves" to the first part of
question 2F, the CWD shall proceed to ster #4 of the
wCrisheet.

265 The CWD shall determine if the claimant filed a claim under
Miller I by reviewing the case record or CMIPS,

{a) If the CWD determines the claimant did file a claim under
Miller I, the CWD ghall proceed fo step #5 of the
worksheat,

{b) If the CWD determines the claimant did not file a claim
under Miller I, the CWD shall proceed to step #7 of the
worksheet '

.566 If the claimant filed a claim under Miller I as documented in
step #4 of the worksheet, the CWD shall determine if the claim
was denied by reviewing the case record or CMIPS,
fa) If the Miller I claim was denied, the CWD shall denv the

Miller II underpayment claim.

(b) If the Miller I claim was not denied, the CWD shall proceed
to step #6 of the worksheet.

.567 If the claimant filed a claim under Miller I as documented in

step #4 of the worksheet, the CWD shall determine if the Miller I
claim was approved through the end of the retrocactive payment
perzod by reviewing the case reccrd or CMIPS.

{a) 1f the Miller I claim was approved through the end of the
retroactive pavment pericd, the CWD shall proceed to step
#9 of the worksheet.

(b) If the Miller I claim was not approved through the end of
the retrcactive payment pericd, the CWD shall deny the
Miller II underpayment claim.
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Caelculetine the 2ctuzl Underpavments - Claims With and Without an IESS

Cage Rercrof

571 The (WD shall use Section 50-018.54 to calculate underpayments
for claims with an IHSS case record, which are otherwise eligible
to receive underpayments.

372 The CWD shall use Section 50-018.55 to calculate underpayments
ior cieime with no IESS case record, which are otherwise eligible
ts recsive yundernavments,
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Authority Cited:

Sections 10553 and 10554, Welfare and Institutions Code.

Reference:

amended Judagment regarding Miller v. Weoods dated July 19,

1591,

case no. 472068; and Sections 12300, 12303.5, 12304,

and

12304.5, Welfare and Institutions Code.
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Adopt Section 50-018.58 to read:

.58 IHSS Statutory Maximum During Retrpactive Pavment and Underpayment

Pericds

Effective Date nesI 51
1/1/78 --- 6/30/79 5431 §621
1/1/18 --- 6/30/80 $460 $664
1/1/80 --- 6/30/81 532 767
1/1/81 --—- 6/30/82 8581 $838
1/1/82 -—— 6/30/83 $581 $838
1/1/83 --- 6/30/84 5604 5872
7/1/84 --- 6/30/85 €38 921
1/1/85 ~—- B/31/86 674 874

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code,

Reference: Amended Judgment regarding Miller v, Woods dated July 19, 1981,
case no. 472068:; and Sections 12300, 12303.5, 12304, and
12304.5, Welfare and Institutions Code,

-3l



Adopt Section 50-018.61 to read:

.6 General Provisions

.61 Share of cost

611 The (WD shall not consider any recipient ghare of cgst when
computing the amcunt of retroactive payments and/or underpayments
due,

Authority Cited: 8Sections 105353 and 10554, Welfare and Instituticns Code.

Reference: Amended ‘udgment regarding Miller v. Woods dated July 15, 1981,

case no. 472068:; and Sectioms 12300 and 12304.5, Welfare and
Ingtitutions Code.
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Adopt Section 50-018.62 to read:

L62 Prejudgment Interest

.621 Prejudgment interest for retroactive payments only shall he

.622

calculated at the following rates:

{a) Seven percent for the vperiod April 1, 187¢ through
December 31, 1982; and,
(b} TIen percent for the period January 1, 1983 through

April 30, 1984,

The interest shall be computed on the amount of the monthly

Authority Cited:

payment up through the last day of the month following the montn

in which payment is authorized.

Sections 10553 and 10554, Welfare and Institutions Code

Reference:

Amended judgment regarding Miller v. Woods dated July 19, 1991,

case no, 472068,

33



Adopt Section 50-018.63 toc read:

.63 Notices of Action

.631 For each claim received for retrpactive payments and/or

632

underpavments, the CWD shall issue a final Notice of Action. The
Notice of Action shall contain the following information:

(a) The month(g) determined eligible and/or ineligible for
retroactive payments and/or underpayments. The reason!(s)
for eanvy months determined ineligible shall be clearly
stared;

() The amount of retroactive payments due for each month,
which ghall be shown with and without interesgt:

(c) The amcunt of retroactive payments and interest due for
each vear, if pavments are claimed for more than one vear:

{d) The tetal retroactive pavments due and the totzl amount of
interest dus;

(e} The combined amount of retroactive payments and interest
due:
{£) The amount of underpayments due for each month, for each

vear, if pavments are claimed for more than cne vear, and
the total underpayment due:

(g) A statement regarding withholding taxes;

(h) A statement regarding the claimant's right to a State
Hearing on Miller v. Woods determinations made by the CWD
and information on how to regquest such hearings.

Each Notice of Action issued due to the claimant's failure to

.633

¢complete either the Standard Claim Form or Supplemental Claim
Form in its entirety shall specify those gsections of the form in
need of completion.

Each Notice of Action issued as a result of the CWD having

contradictory information shail include a copy of the information
and shall advise the claimant that he/she has 45 days from the
date of the Notice of Action to provide additional information,
if applicable,

{a) If the claimant does not respond within 45 days and provide
information to rebut the CWD's contradictory information,
the CWD shall issue 2 final Notice of Action denving the
claim for the months of ineligibility,
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B34 For eprh c_zim denied, the Notice of Action shall clearly state
tre rzzzorn o feor genizl for each period claimed.
£35 groroved claim in which the claimant ig currently an
refizient, the Netice of Action shall advise the claimant
vavmsn: raceived as a result of his/her Miller v. Woods
sdverselv affect his/her IHS8S, 881 eligibility or other
=~ eligibility and tax liability

Authority Cited:

2 17533 gnd 10554, Welfare and Institutions Code.

Reference:

. regarding Miller v. Woods dated July 1%, 1989871,
2:; and Sections 12300 and 12300.2, Welfare arnc
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Adopt Section 50-018.64 to read:

.64 State Hearings

.64 The right to a state hearing on any ¥iller v. Wecods claim shall
be granted only to Miller v. Woods claimants or their authorized
representatives.

Authority Cited: Sections 10553 and 10554, Welfare and Institutions Code.

Reference: Amended judgment regarding Miller v, Woods dated July 18, 1991,
case mno. 472068; and Sections 10950 and 12300, Welfare and
Institutions Code.
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Adopt Section 50~018.65 to read:

.65  Treatment of Lumo Sum Payments in the IHSS Program

651 It shall be the responsibility of the CWD to determine if the
lump sum Miller v, Woods vayments affect or do not affect the
continued eligibility of all Miller v. Weods claimants who are
currently THSS recipients.

652 Miller v. Woods payments shall be disregarded for IHSS financial
eligibility determinations for the month of receipt and the
following month. Any remaining balance from the Miller v. Woods
payments shall be counted as a resource in the second menth
fellowing the month of receipt.

huthority Cited: Sectiong 10553 and 10554, Welfare and Institutions Code.

Reference: Amended judgment regarding Miller v. Woods dated July 18, 1991
case no. 472068,
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Adopt New Section 50-018.7 and .8 to read:

.1

Monitoring CWD Compliance

s County Statistical Reports
.711 Beginning February 1, 31993 and continuing until an eligibility
determination has been made on each claim received, the SDSS
shall compile a monthly repeort on retroactive payment claims and
a separate monthly report on underpayment claims. The reports
shall contain the following information:
(a} The number of claimg received;
(b} The number of claimg denied;
{c) The number of claims approved;
(d) The number of claimsg pending: and,
{e) The amount of payments approved.
.12 Finel Repert
.721 8Sp0SS shall obtain from the (MIPS a final report, by county, that
includes the following:
{a) The number of claimants paid:
{b) The total amount of retroactive payments paid:
{c) The number of underpayments paid:; and,
(d) The total amount of underpayments paid.
.13

Beginning with the end of the first month of the claim period, CMIPS

will provide a report on the status of each Miller I claim reopened as

a result of being denied due to being received by the CWD after the end

of the Miller I claim periocd.

.731 The report shall include, by county, a listing of each reopened
claim to include name of recipient, name of ¢laimant, case
number, provider number, and NOAs issued to date.

.732 This listing shall be continued until each c¢laim on the listing
has been approved aor denied..

.733 A final report on the status of these reopened Miller I claims

shall be made, to include, by county and statewide: number of
Miller I claims reopened, number of approvals, number of denials,
total dollar amount retroactive payments, total dollar amount cf
prejudgment interest, the total of retrgactive payments and

prejudgment interest, and the total amount of underpayments
authorized.
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.74 Case Reviews

.741

Bagsed on the guarterly reports, SDSS shall determine the fifteen

{15) counties having the largest number of rlaims over the eight-
month period. '

.75 County Cooperation

L1531

Each CWD shall cooperate with SDSS in providing informaticn

|

deemed necessary to monitor county compliance with the provisions

of these requlations and the Miller II final judgment,

Appendix -~ Forms

.81 The following forms are to be used to process Miller v. Woods claims:

{a) Poster - 2042 (Eng/Sp} (11/92)

{b)  Explanatorv Flyer - 2031 (Eng/Sp} (11/92)

lg)  Provider Standard Claim Form - 2000 (Eng/Sp} (11/92)

v {d)  Provider Supplemental Claim Form - 2001 [Eng/Sp) (11/82)

{e} Provider Retroactive Eligibilitv Determination Werksheet - 2003
{Eng/So) (11/92)

(£} Provider Underpavment Eligibility Determination Worksheet - 2002
(Eng/Sp) {11/82)

{g) Acplicant/Recipient Standard Claim Form - 2028 (Enq/Sp) (11/%2)

{(h) ?iglég?nt/Recinient Supplemental Claim Form - 2029 (Eng/Sp)

(i)

Applicant/Recipient Fligibility Determination Retrpactive

Worksheet - 2027 (Eng/Sm) (11/92)

Annlicant/Recinient Underpayment Eligibility Determination

Authority Cited:.

Worksheet - 2030 (Eng/Sp) {11/52)

Sections 10553 and 10554, Welfare and Institutions Code.

Reference:

Amended Jjudgment regarding Miller v, Weeds dated July 19, 1591,
case no. 472068,
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STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF SQCIAL SERVICES

READ THIS NOTICE!

THE IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
MAY OWE YOU MONEY
WHY ARE WE PAYING BACK WAGES?

A court ordered us to pay back wages to certain persons in a lawsuit called Mitler v, Woods
because we did not pay for "protective supervision” given to some aged, blind or disabled
people in the IHSS Program from April 1979 through August 1985. Because in 1989 some
persons were not notified about their right to file for back wages, the court told us to give
them another chance. This new effort is calied Miller Il.

ARE YOU ELIGIBLE FOR BACK WAGES?

Yc;u may be eligible if you answer "yes" to all of the following questions for any time from
April 1979 through August 1985:

1. Did you live with and care for an aged, blind or disabled person in California who
received or applied for IHSS?

2. Was the person nonself—directing, confused, mentally impaired or mentally ili?
3. Would the person have been hurt or injured if left alone?

4. Did you stay and watch the person to prevent injuries? (We call this providing "protective
supervision.")

WHAT SHOULD YOU DO?
If you answered yes to all of the above questions or are unsure:

1. Fill out the Miller Il claim form. You received one with this nofice in the mail. Or, you can
get one from your county welfare department. If you need a spanish Miller Il claim form,
please contact the IHSS Section of your county welfare department.

2. File the Miller Il claim form by September 30, 1993 with your county welfare department.
Mail or take it in now. If you file iate, you will not get any money.

Need help? Call your county welfare department or legal aid office and ask about the
Miller Il claim.

THE DEADLINE FOR FILING A CLAIM IS SEPTEMBER 30, 1993.

YOUR CLAIM FORM MUST BE POSTMARKED OR RECEIVED BY THE COUNTY
WELFARE DEPARTMENT BY THIS DATE.

TEMF 2031 (1182)



STATE ¢4 CALIFDRNIA - HEALTH AND WELFARE AGENCY DEPAHTMENT OF SOCIAL SERVICES

iLEA ESTE AVISO!

A ————

ES POSIBLE QUE EL PROGRAMA DE SERVICIOS DE CASA Y CUIDADO

PERSONAL (IHSS) LE DEBA DINERO
¢ POR QUE ESTAMOS PAGANDO SALARIOS RETROACTIVOS?

Una corte nos ordend pagar salarios retroactivos a ciertas personas en una demanda colectiva conocida como
Miller vs. Woods porque no pagamos “supervisién con fines de proteccion” que se le did a ciertas personas de
edad avanzada, ciegas o incapacitadas en el Programa de IHSS, de abril de 1979 a agosto de 1985. Ya que en
1989 a algunas personas no se les notificd acerca de su derecho a solicitar salarios retroactivos, la corte nos dijo
que les diéramos ofra oportunidad A este esfuerzo se le llama Miller 1.

(REUNE USTED LOS REQUISITOS PARA RECIBIR SALARIOS RETROACTIVOS?

Es posible que usted retna los requisitos si contesta "si" a todas las preguntas siguientes, con relacién a
cualquier tiempo de abril de 1979 a agosto de 1985:

1. ¢Vivio usted con, y cuidd de una persona de edad avanzada, ciega o incapacitada en California que recibia o
solicitd IHSS?

2. ¢No tenia esa persona control de si misma, estaba confundida, o tenia impedimentos o enfermedades
mentales?

3. ¢Pudiera haberse lastimado a si misma esa persona, si se le hubiera dejado sola?

4. ;Acompand usted a esa persona para evitar lesiones? (A esto le llamamos “supervisién con fines de
proteccion.™

¢QUE DEBE HACER USTED?
Si contesto si a fodas las preguntas anteriores, o no esta seguro(a);

1. Llene la forma de reclamo Miller II. Usted recibié una con esta notificacién en el correo, o puede conseguir
una en su departamento de bienestar del condado. Sinecesita una forma de reclamo de Miller 1l en espafiol,
por favor comuniquese con la Seccion de IMHSS en su departamento de bienestar del condado.

2. Presente la forma de reclamo Miller Il a mas tardar el 30 de septiembre de 1993 a su deparfamento de
bienestar del condado. Enviela o llévela ahora. Sila presenta tarde, usted no recibird ningiin dinero.

¢Necesita ayuda? Llame a su departamento de bienestar del condado u oficina de asesoramiento lega! (Legal
Aid) y pidales informacién con respecto al reclamo Miller |I.

LA FECHA TOPE PARA PRESENTAR EL RECLAMO ES EL 30 DE SEPTIEMBRE DE 1993. EL

DEPARTAMENTO DE BIENESTAR DEL CONDADO TIENE QUE RECIBIR SU FORMA DE RECLAMO A MAS
TARDAR EN ESTA FECHA O EL MATASELLOS DEL CORREQ TIENE QUE MOSTRAR ESTA FECHA FINAL.

TEMP 2031 (3P} (11/82)



STATE OF GALIFOANA - HEALTH AND WELFARE AGENGY DEPARTMENT OF SOCIAL SERVICES

MILLER V. WOODS
PROVIDER STANDARD CLAIM FORM

INSTRUCTIONS:  Please print. This form must be completed 1o determine i we owe you any money. i you need help clcmple:ing this,
contact the IHSS Section of your county wallare department. Be sure to sign yoir name in Part |, Section 5 and have
somecne who knows that you provided protective supervision sign histher nama in Section 6 of Par |,

If you need a spanish Miller Il claim form, please contact the IHSS Section of your county welfare department.

REMEMBER: This form must be sent/delivered to the county welfare department by September 20, 1893. |f mailad, the envelope
must be postmarked by Septembar 30, 1993. If not postmarked or received in the caunty welfare department by that
date, your claim will be denied,

NOTE: Part | of this form asks questions about you and tha person who needed protective supervision. Part It asks you for spec_ific
information about when protective supervision was actually provided. Part #| asks for information about providing protective
supervision beyond the Miller v. Woeds retroactive payment pariod,

PART I: - ey
1. YOUR NAME (PRINT): SCCIAL SECURITY NUMBER: TELEPHONE NUMBER:
( )
CURFENT ADORESE (NUMBER, STREETY; APARTMENT/SPACE NUMBER:
CEY: COUNTY- ETATE 2 CODE:
2. Gheck the appropriate box for each of the following questions. At any time
between the period Aprit 1879 through Aprit 1084:
YES NO UNKNOWN
A. Did you live with a nonself-directing, confused, mentally impaired ar mentally
ill person wha would have been hurt or injured if isft alone? ....... .o O c
B. Did you watch this person to make sure he/she did not harm or
infure himselherseli? ... e O C
€. Was the parson who needed o be watched 55 years of older,
BIING OF GHSADIBUT . .e.evevveemeececeeeeerrseseseses oo reoeseeeoserosereneseeer i &
D. Did the person who needed to be watched five in Califernia? oo, L ]
E. Were you a relative, spouse or friend of the person who naeded
10 BE WAIEREAT 1ttt senms e L [
F. Did the parsen who needed to be watched apply for
In-Heme Supportive Services {IHSSI?..iiii e O [ 1
Was he/she deniad HSS? ... 0 3 .

3. Your address at the Bime you provided prolediive supervision (i dflarent from above}

NUMBER, STREET: APARTMENT/SPACE NUMBER:
cIvy: CQUNTY: STATE: 7P CODE:
4, NAME OF PERSON WHO NEEDED PROTECTIVE SUPERVISION (PRINT): HESHER SCCIAML SECURITY ¥ TELEPHONE NUMBER:
{ )
CURRENT O LAST KNOWN ADDRESS (NUMBER, STREET): APARTMENT/SPACE NUMBER:
CiTY: COUNTY. STATE: 7P CODE;

RELATIONSHIP OF THIS PEASON TO YOU

5. DECLARATION OF PROVIDER: | understand that the Information | have provided above and in Paris I and 3if on the back of
this form is subject to verlfication by a governmental agency and that my slgnature on this form Is an authorizatlon for such
investigation. |, the undersigned, declare under penaity of perjury that the above slataments are true and correct.

SEGNATURE GF PROVIDER: DATE:

6. DECLARATION OF WITNESS: |, the undersigned, deciare under penaity of perjury that the person named in Section 1 above
did Ilve with and provide protective supervision to the person named in Section 4 above.

NAME OF WITNESS (PRINT): SIGNATURE GF WITNESS: DATE:

ADDRESS OF WITNESS (NUMBER, STREET} b APAATMENSPACE NUMBER TELEPHONE NUMBER:
( )

ATy COUNTY, STATE: 1P CODE:

RELATIONSHIP TG PROVIDER RELATIONSHIP TO PERSON WHO RECEIVED PROTECTIVE SUPERVISION:

7. Turn to the back side of this form and read the Instructions carafully. Once you have answered alj of the questions on both
sides ol this form, return it to the county wellare department.

TEMP 2000 {112}




INSTRUCTIONS FOR PARTS 1l AND I#

1. Fillin the total rumber of hours for sach montli fisted balow thal you stayed home to provide protective supervision.

2. Protective supervision is for preventing a nonsalf-directing, confused, mentally impaired or mentally il parson from being harmed or
injured, ~

RT Il - CLAIM Al MENTS

{Spouse providers may claim only through July, 1981. For |ater months, use WBQ claim form.)

YEAR/MONTH NUMBER OF HOURS YEAR/MONTH NUMBER OF HOURS

1979 1982

April Janyary

May February

June March

July April

August May

September June

Cetobar July

MNovember August

December September
1980 Qctober

January November

February December

March 1983

Aprii January

May February

June March

July April

August May

September June

October July

November August

December September
1981 Cctocber

January Nevember

February Decembar

March 1984

April January

May February

June March

July April

August

Septembor

October

November

December

PART 1li ; CLAIM FOR UNBERPAYMENTS

ISpouse providers may not claim underpayments in Miller. Use the WRO claim form, )

YEAR/MONTH NUMBER OF HOURS YEAR/MOMNTH NUMBER OF HOURS

1984 1985

May January

June February

July March

August April

Septembar May

October June

November W

Dacember August




STATE OF CALFORMIA - HEALTH AND WELFARE AGENGY DEPARTMENT OF SOCIAL SERVICES

MiLLER vs. WOODS
FORMA NORMAL DE RECLLAMO PARA PROVEEDORES

INSTRUCCIONES: Por favor escriba con lefra de imprenta. Se tiene que completar esta forma para determinar si fe debemos dinere, Si
nacesita asistencia para completarla, comuniquese con a Seccitn de THSS del departamento de bienestar de su
condado, Asegiirese de firmar en la Parte |, Seccidn 5, y de pedirle a alguien que sepa que usted proporcions fa
supervisién con fines de proteccion, que firme en la Seccidn & de la Parte 1.

RECUERDE: Esta forma tiene que ser enviada/entregada al departamenio de bienaestar del condado a més tardar e 30 de
septiembre de 1993. Sila envia por cofren, el sobre tiena gue mostrar el matasellos del corren a més tardar def 30 da
septiembre de 1993, Se negara su reclama si no muesira el matasellos dei correo a més tardar en esa fecha, o no se
recibe en el departamento de bienestar del condado a mas tardar en esz fecha.

NOTA: La Parte | de esta forma hace preguntas sabre usted y la persona que necesitd supervisién con fines de proteccion. La Parte il
le pide informacidn especiica acerca de cudndo se proveyd en realidad la supervisién con fines de proteccion. La Parte |l pide
informacioén acerca de la provision de supervisidn con fines de proteccidn después dat periodo da pagos retroactivos Miller vs.

PARTE [:

1. SU NOMBHE (ESCRIBA CON LETRA DE IMPAENTA): NUMERO DEL SEGURD SOCHAL: KUMERC DE TELEFONO:
BIRECCION ACTUAL (NUMERQ, CALLE) NUMERQ DE ESPACICVAPARTAMENTO:

CIIBAD: CONDADD: ESTADO: ZONA POBTAL:

2. Margue la casilla pertinente por cada una de las sigiientes preguntas. £n cualguier momento
en e} perfodo de abril de 1879 a abril de 1984:
St NG  NOSE

A, 4 Vivid usted con una persona que no tenia controt de si misma, sstaba confundida, o tenia
impedimentos o enfermedades mentales, o hubiera resultado lesionada si se le hubiera dejado sola? JLE]

B. ;Cuidd usted de esta persona para asegurar gue no se
lastimara 0 10slonara? ...t e

C.  (Tenia la persona gue necesitaba cuidade, 65 afios de edad
o mas, estaba ciega o incapacitada?,

D, iVivia en California la parsona que necesitaba CUdAAOT ......c.viiinii s s s snrissssass

E. ¢Erausted pariente, conyuge o amistad de la persona
que necesita cuidado? ...

F. ¢+ Solicitd la persona que necesitaba cuidado
Servicios de Casa y Cuidado Personal (IHSS)7 ...ttt

O o oo o
oo o oo o

J

;Sa le negaron los HHSS? ...

3. Sudireccidn en la facha en que usfed proporciond SUPEMVISIAN con Tines 06 Proleccian (sl es dilerents de 1a anterior),

NUMERQ, CALLE: . NUMERD DE ESPACIOAPARTAMENTS:
Gludal: CONDADG: ESTADO: Z0OMA POSTAL:
4. NOMBRE DE LA PERSONA QUE NECESITABA SUPERY. CON FINES DE PAOTEC, (LETRA DE IMPRENTAY: SU NO. DEL SEGURD BOCIAL: NUMERC DE TELEFONG:
( )
DIRECCION ACTWUAL O ULTIMA DIRECCION CONCCIDA INUMERD, CALLE) NUMERD DE ESPACIOAPARTAMENTO:
CIUDAD: CONDADO: ESTADO: ZONA POSTAL:

PARENTESCO DE ESTA FERSONA CON USTED

5. DECLARACION DEL PROVEEDOR: Entiendo que la Informacién gue he proporcienado arrlba y en las Partes Il y IH en el
reverso de esla forma, puede ser verificada por dependenclas gubernamentales, y entiendo que mi flrma en esta forma es
una aulorizacion para que se haga dicha invastlgacion. Yo, el suscrito, declaro bajo pena de perjurle que las declaraciones
antariores son verdaderas y corraclas.

FIAMA DEL PROVEEDOR: FECHA:

6. DECLARACION DEL TESTIGO: Yo, el suscrite declaro bajo pena de perjurio que la persona mancionada en la Seccldn | de
arriba vivia con, pagé a, y proveyé supervisién con fines de proteccion a Iz persana menclonada en la Seccién 4 de arriba.

NOMBAE DEL TESTIGO {LETRA DE IMPRENTA): FIRMA DEL TESTIGD: FECHA:
SIRECCION DEL TESTIGO (NUMERD, CALLE) NUMERD DE ESPACIOAPARTAMENTO: NUMERG DE TELEFONG:
{ )
CIUDAD: CGNDADC: ESTADG: ZONA POSTAL:
PARENTESCO CON EL PROVEEDCR: PARENTESCO CON LA PERSONA QUE RECIBIO LA SUPERVISION CON FINES DE PRGTECCION:

7. Lea cuidadosamente las instrucciones conlenidas en ef reverso de esta forma, Una vez que haya contestado lodas las
pregunias en ambos lados de esta forma, regrésela al departamento de bienestar del condado.

TEMP 2ODO {SP) (1197}




INSTRUCCIONES PARA LAS PARTESIY | .

1. Ancte el nGmera fotal de horas para cada mes anotado abajo en que usted se quedd en casa para propercienar supervisién con
fines da proteccién. ’

2. La supervision con fines de proteccién es para eviltar que resulte lastimada o lesicnada, una parsena que no tiens control de si
misma, que esta confundida c que tiene impedimentos o enfermedades mentales.

A -REC PAGOS o}
{Los conyuges proveedores puaden presentar un reclamo solamente hasta julio de 1981, Para meses posteriores, use la forma de
ANG/MES NUMERQD DE HORAS ANO/MES NUMERO DE HORAS
1979 1982
Abril Enero
Mayo Febrero
Junio Marzo
Julio Abril
Agosto Mayo
Septiembra Junio
Cctubre Julio
Noviembre Agesto
Diciambre Septiembre
1860 Oclubre
Eneto Noviembre
Febrerc Diciembre
Marzo 1983
Abrril Enero
Mayo Fabrero
Junio Marzo
Julio Abril
Agosio Mayc
Septiembra Junio
Octubre Julio
Noviambre Agosto
Diciembre Sepliembre
1981 Cctubre
Enern Noviembre
Febraro Diciembre
Marzo 1984
Abiril Enero
Mayc Febrera
Junia Marzo
Julig Abril
Agosio
Septismbre
Octubre
Naoviembre
Diciambre
BA #ll - REC O PA 0OS INSUFIC

(Los conyuges proveedores no pueden reclamar pagos insuficientes bajo Miller, Use ta forma de reclamo WEQ.)

ANC/MES NUMERO DE HORAS ANO/MES NUMERO DE HORAS
1984 1985
Mayo Enero
Junio Fabrero
Julio Marzo
Agoste Abrll
Seplismbre Maya
QOctubre Junio
Noviembre Julio
Diciembre Agosto




STRUCCIONES PARA LAS

Compglete el nimero total de horas con respecic a cada mes
an que usted proporciend supervision con fines de proteccion.

SiY

1. Columna 1;

Complete el nGmera total de horas con respecto a cada mes
an que usted proporcioné acompanamiento médico,

2. Columna 2:

RECUERDE: -« El numero total de horas por concepio de supervision con fines de proteccién es la cantidad da tiempo, en cada mes,
gue usted tuve que quedarse en casa y cuidar & su esposo{a) para evitar qua resultara lastimado o lesionado perque

estaba mentaimente enfermo o confundido.

« Ef ndmero total de horas por concepte de acompahamiento médica es la cantidad de tiempo, an cada mes que usted
tuvo qua ir y venir a citas médicas con su esposc(a) porgue se necesitaba su ayuda. Por favor vea e AVISO
EXPLICATIVO WRO vs. MCMAHON para enterarse de los requisitos de elegibilidad.

PARTE Il - RECLAMO CON RELACION A BENEFICIOS RETROACTIVOS

INSTRUCCIONES: Por favor complete fas columnas 1 y 2 enseguida con relacién al perfodo del 1 de julio de 1983 ai 30 de septiembre
de 1884, Anole a infermacion en las columnas de la manera siguiente:

ARO/MES

COLUMNA 11
Numero de horas reclamadas por proporclonar supervisién
con fines de proteceldn:

COLUMNA 2:
HNumero de horas reciamadas por proporcionar
acompatiamienio médico:

1883

Julio

Agosto

Septiembre

Octubre

Noviembre

Diciembre
1984

Enero
Febrerc
Marze

Abrit

Mayo

Junio

Julio
Agosto
Septiembre

PARTE Ili - RECLAMO CON RELACION A PAGOS INSUFICIENTES

INSTRUCCIONES: Si usted continud proporcionando supervisién con fines de proteccién y/o acompafiamiento médico a su esposo(a) del 1
da octubra de 1984 al 30 de septiembre de 1985, de la manera en que se describe y bajo las condiciones de la manerz en que se explican
en al Aviso Explicativo WRO vs. MCMAHON, usted puede reclamar salario retroactivo {pago insuficiente) abajo. Por faver siga las
instrucciones para las columnas 1y 2 de fa manera en que se explican en la Parte || de arriba.

COLUMNA 1:
Nimero de haras reciamadas pat proporcionsr supervisién
. con fines de proleccion:

COLUMNA 2:
Numero de horas reciamadas por proporcionar

ANO/MES seompaiarmiento medico:

1584
Cctubire
Noviembre
Diclembre

1985

Enera
Febrero
Marzo

Abril

Mayo

Junig

Julio
Agesto
Sepliembre

PARTE IV - ABLECIMIENTOS D ATAMI EDICO

INSTRUCGCIONES: Por cada mas en que usted reclama haber proporcicnado acompanamiento médico mas de ocho (8) horas de fa manera
mencionada en las Partes H y lil, columna 2, anote el nombre del profesional o establecimiento de salud, localidad (de la
ciudad donde usted vivia a la ciudad donde se encontraba el profesional o establecimiento de salud), clase de transporte
gua se uso (avtomdvil, autcbds, taxi, otra), mes/afio de las visitas, nimero de visias mensuales con/a ese profesional o
establecimiento de salud y tiempo aproximade que se tomd para completar ef vieaje redondo.

Nombre del profesional de ia Localidad Ciase'de WesiARo Nomero de Horas por
Salud/Establecimiento De A Transporte de ias visitas |visitas gor mes | viaje redonde




STATE OF CALIFCNIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF BOGIAL SERVICES

MILLER V., WOODS
PROVIDER SUPPLEMENTAL CLAIM FORM

INSTRUCTIONS:  Please print. Fill in all information requested. If you need help, contact the 1HSS Section of your county welfare
depaniment and ask for assistance.

DEADLINE: You must complete this supplemental claim form and return it to the county welfare department within 45 days
of the date on the Notice of Actlon.

1, NAME OF PERSON WHO PROVIDED PROTECTIVE SUPERVISION DURING THE MONTH(S) CLAIMER (Prm):

CURRENT OF LAST KNOWN ADDAESS (NUMBER, STREET): APARTMENT/SPACE NUMEBER:

CITy: COUNTY: STATE: ZIF CODE:

2. NAMEOF FERSON WHD RECENVED PROTECTIVE SUPERWVISION DURING THE MONTH(S) CLAIMED (Prind:

CURRENT OF LAST KNOWN ADDRESS [NUMBER, STREET): APARTMENT/SPACE NUMRER:
oY: COUNTY: ) STATE: ZIP COOE:
PARTII

We have no record of the persen gcu claim to have provided protective suparvision ever having applied for and been denied IHSS during
the pericd April 1979 through Aprif 1984, Please complete the foilowing:

1. Do you have other information relating to the IHSS application and denial during the
abeve period for the person you claim to have provided
DIOtECHVE SUPAIVISIONT ......coetiiriesen s vt
If no, proceed to 2,

li yes, please provide that information in the blanks below:
A, Wha actually appiied for IH5S?

0 vyes O nNO

B. Was the application verbai or in writing?

C. When was the application made?

0. What services were requested?

2. Do you have any documeéntation relating o the IHSS application and denial during the
above ctaim petied for the months you claim to have provided protactive supervision? ..oovevevee. L} YES ] NO

It yes, please attach a copy of all such documentation,

PART i

Please provide the information balow for the person you claim to have provided protective supervision services:

1. Did the person lisled in Part I, #2 above receive Sup?Eememal Security Income/State Supplemental I;'jrogram {SSI/SSP) benefits {Gold

Check]} in any of the following years? Place an X below for sach year in which SSVSSP was received,

] 1979 (77 1980 [} 1981 {7 1oaz [J 1983 [ 1984

2. List the average gross monthly income from alf sources of the person listed in Part 1, #2 for the following years: {inciude income of ve-in
spouse and/or child, if applicable},
1979 1880 1981
1982 1983 1984

3. Didthe person listed in Part |, #2 above have average monthly liquid rescurces {cash, checking or savings account, trust funds, checks
or cash in safety deposit box, stocks or bends, noles, mortgages, deeds ) that wers in excess of $1500 {if the person was single) or
$2250 (if the parson was married) during the years April 1979 - Aprii 19847 [ Yes 1 No
It Yes, place an X below for the year(s) in which the person's average monthly liquid resources were more than $1500 (if the person
was single) or $2250 {if the person was married).
L] 1979 £]1 1980 [ 1981 C] 1882 {1983 [ 1984

PART IV

1. PROVIDER'S STATEMENT:
BE SURE YOU HAVE READ AND ANSWERED ALL THE QUESTIONS ABOVE.
READ THE FOLLOWING STATEMENTS CAREFULLY BEFORE SIGNING,

+  lunderstand that the information | put on this form may be verified and that my signature on this form Is an autherization
for such an investigation.

+ |, 1he undersigned, declare under penatty of perjury that the answers | have given are correct and trus.

MAME OF PROVIODER (FRINT) SIGNATURE OF PROVIDER: DATE:

2. WITNESS' STATEMENT:

1, THE UNDERSIGNED, DECLARE UNDER PENALTY OF PERJURY THAT THE ANSWERS PROVIDED ABOVE BY THE
PROVIDER ARE CORRECT AND TRUE 1O THE BEST OF MY KNOWLEDGE.

NAME OF WITNESS (PRINTY: SIGNATURE OF WITNESS: DATE:

ADDRESS: STy COUNTY: STATE. ZtF CODE:

ARLATIONSHIR YO PROVIDER:

RELATIONSHIP TG PERSON WHO REGEIVED PROTECTIVE SUPEAVISION:

TEMP 2001 (1192}




STATEOF CAL!FL‘?RMA - HEALTH AND WELFARE AGENCY DEPARTMENT OF SOCIAL SERVICES

MILLER vs. WOOQDS
FORMA SUPLEMENTAL DE RECLAMOQ DEL PROVEEDOR

INSTRUCCIONES: Por favor escriba con letra de imprenta. Anocte toda ja informacion que se le pide. Si nacesita asistencia, comuniguese
con la Seceitn de IHSS del departamento de bienestar de su condade y pida que le ayuden.

pLAZO: Usted tiene que completar esta forma suplemental de reciamo y regresarla ai departamsnio de bienestar del
condado en un plazo de 45 dias contados a parilr de ta fecha que aparece en la Notificacién de Aceidn.

1. NOMBRE DE LA PEABONA GUE PROPOFICIOND LA SUPERVISION CON FINES DE PRGOS E CCION DUFANTE 155 MESES DUE SE AEGLAMAN [ESCRIGA CON LETRA DE IMPRENTA).

OIRECCION ACTUAL O ULTIMA DIRECCION DE QUE SE SABE (NUMERQ, CALLEL NUMERQ DE ESPACIVAPARTAMENTC:

CRIDAD: CONDADG: ESTADO: ZONA BOSTAL:

R NOMERE DE LA PERSONA GUE FECTBID SUPERWISION COR FINES DE PROTECCION DUSANTE LOS MESES DEL RECLAMO (ESCRIBA CON LETRA DE IMPRENTA}

[HRECCION ACTUAL O ULTIMA DIRECCION DE CAIE SE SABE (NUMERG, CALLE): NUMERD DE ESFACIHVAPARTAMENTO!
CIUDAD: EBNBADD: ESTADO: ZONA FOSTAL:
PARTE Il

No tenemos informacion acerca de ia persona a la que usted dics le proprociond supervisidn con fines de proteccién, indicando que alguna
vez haya solictado y gue se le hayan negado 1H5S durante el perfode de abril da 1879 a abril de 1984. Por favor complete o siguients:

1. ¢ Tiene usted otra informacidn relacionada a la soiicitud para IHSS y la negacidn durante el
perfodo anterior, referents a la persona a la que usted dice ie proporciond
supervision con finas de profacCion? ... e e

[J s O NO

Si no, pase al 2,
St si, por favor ancte la informacidn en los espacios en blance que se proporcionan en sequida:
A, Quién fue la persona en paricuiar que solicité IHSS?

B. ;Se presantd la solicitud verbalmente o por escrito?

C. ¢Cuéndo se presentd la selicitud?

0. Qué servicios se solicitaron?

2. Tisne usted cualesquier documentos relacionados a la solicitud de tHSS y a iz negacidn de [a misma durante &! perfodo de reciamo mencio-
nado artiba con respecto a los meses qua usted dice la proporciond supsrvision con fines de proteccion? [ Sl CINO
St sl, por faver adjunte una copia de dichos documentos,

PARTE ilf

Por favor anote ensegulda fa informacion con respacto a la persona a que usted dice le proparciond servicios de supervision con fines de proteccion:

1. ;Recibié la persona anotada en {a Parts |, #2 de arriba beneficios de Seguridad de Ingreso Suplemental/Programa Suplementaric del Estado
(SSHSSP) (chegue dorado) en cuaiguiera de los afios siguientes? Ponga una X enseguida por cada afo en que haya recibido SSI/SSP,

] 1g78 ] 1980 C] 108t 71 1982 [ 1983 (77 1084

2. Ancle os ingresos mansuales brutos promedio provenientes de todas fas fuentes, de la persona mencionada en la Parte |, #2 con
relacidn a los siguientes afios {incluya ingresos del conyuge y/o hijo(a) que vivié en ef hogar, si es pertinente):
1979 1980 1981
1982 1983 1984

3. Tuve la persona mencionada en la Parte |, #2 de arriba recursos mensuzles promedio convertibles en efective (dinero en ofsctivo,
cuenta de cheques o de aharros, fondes en fideicomiso, cheques ¢ efective en una caja de seguridad, acclones o bonos, pagarés,
hipotecas, escrituras) que excedian &,SOO {si la persona era soltera) o $2,250 (si la persona era casada) durante les afios de abril de
1979 a abril de 19847 Ji Si No
$i si, coloque una X enseguida con respecio a cada afo en el cual ios recursos mensuales promedio convertibles en efectivo de la
persona excedian $1,500 (si la persona era scltera) o $2,250 (si ia persona era casada).

) 979 [ 1980 [} 1981 [ 182 [ 1883 [ 1984

PARTE IV

1. DECLARACION DEL PROVEEDOR:
ASEGURESE DE HABER LEIDC Y CONTESTADO TODAS 1L AS PREGUNTAS ANTERIORES.
LEA LAS DECLARACIONES SIGUIENTES CUIDADOSAMENTE ANTES DE FIRMAR.

+  Entiendo que la Informacion que he incluido en esta forma puede ser verificada, y gque mi firma en Ja misma es una
auterizacion para que se haga dicha investigacion,

= Yo, el suscrito{a) declaro bajo pena de perjurio que las respuestas que he dado son correctas y verdaderas.
NOMBRE DEL PROVEEDOR (ESGRIBA CON LETRA DE MMPRENTA): FEAMA DEL PROVEEDOR: FECHA:

2. PECLARACION DEL TESTIGO:

YO, EL SUSCRITO(A), DECLARD BAJO PENA DE PERJURIO, QUE LAS RESPUESTAS QUE EL PROVEEDOR DIO ARRIBA
SON CORRECTAS Y VERDADERAS SEGUN M LEAL SABER Y ENTENDER.

NOMBRE DEL TESTIGO (ESCAIZA CON LETRA DE IMPAENTAY FIRMA DEL TESTHID: FECHA:

DIRECCION: CIIDAD: CONDADO: ESTADO: ZONA FOSTAL:

PARENTESCO CON £L PROVEEDOR

FARENTESCO CON LA PEASONA GUE AECIBIO LA SUPERVISION CON FINES DE PROTECCION:

TEMP 2001 [5F) {11/82)




STATE OF CALIFORMIA - HEALTH AND WELFARIE AGENCY DEPARTMENT OF SOCIAL SERVIGES

MILLER V. WOODS
PROVIDER UNDERPAYMENT ELIGIBILITY DETERMINATION WORKSHEET
PART | '
PRCVIDER'S NAME: SOCIAL SECURITY NUMBER:
RECIPIENT'S NAME: SOCIAL SECURITY NUMBER: CASE NUMBER:
1. 1S CIRITIENT B SPOUSET . i vei e rceiereetieestcen et st ves b em e ra et st e bbb Vi b2 E B AR PR 4P TR SS Prsmnch st erssas e nes O ves O no

If yeg, deny underpaymant claim, refer claimant to WROQ and attach a WRQ claim form.
if no, procesd to #2,

2. Did the clalmant answer yes ta questions 2A, B, C and D on the Provider $tandard Claim Form? ........... 0 ves [0 noO

If na, deny underpaymant claim,
If yes, proceed to #3.

3. Did the claimant answer yes ta the first part of question F on the Provider Standard Claim Form?............ 3 ves I no
{Enter here and Part {l,
If no, deny underpaymeant claim. : Column 2%
if yas, proceed to #4.
if unknown, send a Provider
Supplemental claim form.

A, Did ClEMENL G 10T MIBEE 17 1o vovvveeseeoessseesesssensmasmssesserooessssesssssssssssseessnsnessoeressosmssnesssesrmsssmmssrennensemere 13 YES T3 MO

If yes, proceed to #5.
it no, procead to #7.

5. Was Miller | 6laim denied? .....oocoooeomveesie s sesesseseesnen 1 ves 1 NO

It yes, deny underpayment claim.
if no, proceed to #6.

8. Was the Miler | claim approved through the end of the retroactive payment period? ..., 0 ves [ nNO

if yes, proceed to #9,
'f no, deny underpayment claim.

7. Isthe claimant aligible {or 1910RGHYE PAYMEMS? 1 .cc.crrreeveernes e peressesrossresasssssessssssesreesessenssrsnerecremenennens 1 YES L] NG

it no, deny undarpaymeant claim.
It yes, proceed 1o #8.

8. Is claimant eligible for retroactive payments through the end of the retroactive period
(April 1979 1010ugh ADHl 19B4)7 ..o 1 YES L1 NO

¥ no, deny underpayment claim.
If yes, proceed to #9.

9. Was there an IHSS GASE 180017 ovv.oroeeeeeoeeeeevec e eeevese s eseeesesessrenssssemsesssssossssissiomstvmnemnmomsrensn e od YES [ NO

It ne, CMIPS will calculate underpayments using NS| maximums, not to exceed the allowable
maximum for any given month, inciuding praviously authorized services. Proceed lo Par i,

i yes, proceed lo #10.

10. Check (v} one of the following tems: Recipient was .........ccooeea. [l severely impaired (51} [} non-severely impaired {NSI)
{Enter here and Part i,
# 51, CMIPS wili cafeulate underpayments at the 51 maximums. Column 7}

1f NSi, CMIPS will calculate underpayments at the NS| maximums.
Praceed to Part il

TEMF 2002 (1 182)




MILLER ¥. WQODS
PROVIDER UNDERPAYMENT ELIGIBILITY DETERMINATION WORKSHEET

PART Il ‘
PROVIDER'S NAME; SOCIAL SECURITY NUMBER:

RECIPENT'S NAME: SQCIAL SECURITY NUMBER: CASE NUMBER:

INSTRUGTIONS:
Column 1:  Enter the month(s) and year(s)} the provider claims to have provided protective supervision.
Column 2. Enter yes/no response from Part §, question #3,

Column 3:  Fill-in the total number of hours claimed for underpayment of protectiva supervisien, from Part {If of the Provider Standard Claim
Form. :

Column 4:  The amount ciaimed will be calculaied by CMIPS and displayed on a turn-around document. No manual entry is required.
Column 5:  From the case record, enter the fotal number of hours authorized for protactive supervision.

Column 6:  The statutory maximum for the month(s) being claimed will be calculated by CMIPS and displayad on a turn-around documant,
No manual entry is raquired.

Column 7.  Enter SINSI response from Part |, question #10.

Column 8:  The statutory maximum minus the amount originally authorized wil be calculated by CMIPS and displayed on a tum-arcund
decument. Mo manual entry is required.

Column 9:  The total underpayment due will be calcufated by CMIPS and displayed on a turn-arcund document. No manual entry is

required.
COLUMN1 | COLUMNZ{COLUMNS  COLUMN4 COLUMNS COLUMNG COLUMNY COLUMNS COLUMN D
Class Armount Claimed Stat Max. Stat, Maximum Minus | Amount Due (Either
Month/Year | Eligible? C*gqurs : (?jg‘ggtg'gmfg X! Amount Originally| During Month Amaunt Originally | Colimn 4 or Column 8
Claimed YesiNo aimed | sonth Claim Autherized Claimed | NSt | S Authorlzed whichaver [s less)
SIGNATURE OF CLAIR PROCESSOR: . DATE:

SIGNATURE OF SUPERVISOR CR DESIGNEE: DAYE;




STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF SQCIAL BERVICES

MILLER V, WOODS
PROVIDER RETROACTIVE PAYMENT ELIGIBILITY DETERMINATION WORKSHEET

PART |
PROVIDER'S NAME: SOCIAL SECURTY NUMBER:
RECIFIENT'S NAME: SOCIAL SECURITY NUMBER: CASE NUMBER:
1. Did the claimant answer yes to Questions 2A, B, C and D on the Provider Standard Claim Form? .......... L1 YES ] NO
If yes, proceed.
If no, issus a denial notice.
2. Did claimant answer yes to the first part of question F on the Provider Standard Claim Form? ... L1 YES [ KO
{Enter response hera and
I yes, proceed. Part i, Column 2}
If no, Issue a denial notlce.
i unknown, try to locata either the case record or tha record of danial.
if neither can be located, send a Provider Supplemental Claim Form.
3. Do you have any record of & denial or @pDIOVEI? ....ccrvvreeievsienisceeeeecoeesscesreeescsessmssees e d YES L] NO

It yos, proceed to #4 if an approval, or to #9 if a denial.
If no, send a Provider Supplementat Claim Form,

INSTRUCTIONS: STEPS 4- 8 ARE TO BE FOLLOWED WHEN JHSS WAS AUTHORIZED DURING THE PERIOD CLAIMED

4. Isthers any information in the case recard that shows the recipient was denied protective supervision
for reason(s) cther than provision Dy & housemate of SPOUSET..........cceeeceeeceeeces s reersrirerssrsrsiesssrsmmnnodd YES 7 no

If yes, send a 45-day Adverse information Notice for months determined inefigibie and document the reason(s) for ineligibility In the
spaca below, then proceed to #6 for any remaining months of sligibility.

Reason(s)

if no or questionable, proceed to #5.

5. Is there any other Information (outside the case record) that shows the recipient was denied
protective suparvision for reason(s) ather than provision by housamate or SPOUSE? .....vvveeeevrcorreveeerrerenns 3 ves O NO
if yes, state the reasen(s) on line below and send a 45-day Adverse Information Natice for
months determined inaligible and document reasant{s} for inefigibility, then proceed to #7 for any remaining months of efigibility.
Reason(s}

If no, proceed o #4.

6. Was the case at statutory maximum (stat max) for any month claimed? ............ O ves O No

If yes, send 45-day Adverse information Notice for months in which case was at stat max.
H ro for any month, proceed with months not at stat max.

7. Check {) one of the following:  Providerwasa  [] Spouse {1 Reiative L1 Friend

it provider was a spouse, CMIPS will compute paymants at the appropriate rate
far eligible months claimad during the period Aprit 1979-July 1981,

i provider was a relative or friend, CMIPS will compute payments at the appropriate rate for sligible months claimed during the period
April 1979-April 1984, -

8. Check (v} one of the following:  Recipient was ] Severely Impaired (S1) [ Nonseversly Impaired (NSI)

1 81, CMIPS will compute each month using S| maximums not to exceed the allowable maximum for any giver: month, including costs
of previously authorized services.

If (NS}, CMIPS will compute each month using NS1 maximums net to exceed the allowable maximurm for any given month, including
costs of praviously authorized services,

INSTRUCTION:  STEP 9IS TO BE FOLLOWED WHEN IHS$ WAS NOT AUTHORIZED DURING THE PERIOD CLAIMED.,
9. Was housemate the reascn for denial of prolective SUDERISIONT ..o e s ees e esve e YES [J no

If yes and housemate was a spouse, CMIPS will compute eligibility at NS! maximum for all eligible months claimed within the period
April 1979 - July 1981,

It yes and housemate was a relative or friend, CMIPS will compute eligibility at NSI maximum for all eligible months claimed within the
period April 1979 - April 1984,

if no tor any months claimed, document the reason(s) for denial on the fine below and send a 45-day Adverse Information Notice.
Reason{s)

it unknown, send a Pravider Supplemental Claim Form.

TEWP 2003 (11483




INSTRUCTIONS: STEPS 10-12 ARE TO BE FOLLOWED WHEN A COMPLETED PROVIDER SUPPLEMENTAL CLAIM FORM HAS
BEEN RECEIVED BY THE CWD.

10. Did the claimant provide information on tha Provider Supplemental Claim Form andfor
attach documentation that substantiates that protective supervision was applied for and

denied during the periods Aprif 1978 - April TOBAT 1o voresresrsrsrevnsmesssessessnssssessssssessssssmmrsrsssseneneee ) YE8 - L1 MO

If yes, proceed to 11.

if no, proceed to 12,

11. Based on the information provided on the Provider Supplemental Claim Form, did the
claimed recipient mast IMSS incomerresource eligibility requiremants for tha menths being claimed?...... [ YES [ NO

If yes for any or all months being claimed, CMIPS will caiculate payments
for afl menths of eligibility,

If no for any or all months being claimed, deny the claim for these months,
12. Answaer cnly # #10 is "NO"

Based on the information provided on the Provider Supplemental Claim Form, did the claimed
recipient meet IHSS income/rascurce eligibility requirements for the months being
CIAINBUP oot e seeeveass et esmss s s sescsssressasssssssresssssssasssssnssresssssrcsencecenciceccnenseenens 1d YES [ NO

If yes, deny tha claim for the reason that the claimed recipient never applied for or
was denied {HSS during the months being claimed,
If no, deny the claim far two reasons:

{1) the claimed recipient never applied for and was denied IHSS during the months
claimed; and

(2) the claimed recipient did not meet 1HSS income/resource eligibility requirements
for the months being claimed.

PART i

INSTRUCTIONS:

Column 11 Enter the month{s) and year(s) the provider claims to have provider protective supervisicn.

Column 2 Enter yes/no response from Part 1, question #2.

Colurmn 3 Fill4n the total number of hours claimed for retroactive payment of protective supervision, from Part 1l of the Provider Standard
Claim Form,

Column 4:  The amount claimed will be calculated by CMIPS and displayed on a tum-around document. No manual entry is required.
Coiumn 5:  From the case record, enter the total number of hours authorized for protective supervision.

Column 8:  The statutory maximum for the month(s) being claimed will be caiculated by CMIPS and dispiayed on a turn-around document.
No manual entry is required

Column 7;  Erter SINSI response from Part |, quastion #8.

Column 8, The statutary maximum minus the amount originally authorized will be calculated by CMIPS and displayad en a tum-around
document, No manual entry is required.

Celumn 9 The total refroactive payment due will be calculated by CMIPS and displayed on a turn-arcund decument. Na manual entry is

required.
COLUMNA COLUMN 2 [COLUMN 3 COLUMN 4 COLUMN 5 COLUMNG [ COLUMN7Y COLUMN S COLUMN 9
Class Ameunt Claimed Stat. Max, Stat Maximum Minus | Amount Dua (Elther
Month/Year | Eligible? C*i'ﬂll" 5 ”?3“%52:3‘%’31?.? X! Amount Originatly | During Month Amount Originatly | Column 4 or Column 8
Clatmad Yes/MNo e 1 ponth Claim Autharized Claimed | NSt | S Authorized whichever Is less)
SIGNATURE OF CLAM PHIOCESSOR: S “TTBATE:
SIGNATURE OF SUPERVISOR OR DESIGHEE: DATE:




MILLER ¥. WOQDS
PROVIDER RETROACHIVE PAYMENT ELIGIBILITY DETERMINATION WORKSHEET
PART I

PROVIDER'S NAME: SOCIAL SECURITY NUMBER:

RECIPIENT'S NAME: SOCIAL SECURITY NUMBER: CASE NUMBER:

INSTRUCTIONS:
Column 11 Enter the month(s) and year{(s) the provider claims o have provided protective supervision.
Column 2:  Enter yes/no response from Part |, question #2.

Colomn 3. Fill-in the total number of hours claimed for ratroactive payment of protactive suparvision, from Part Il of the Provider Standard
Claim Form.

Celumn 4 The amount claimed wiil be calculated by CMIPS and displayed on a tum-around document, No manual entry is required.
Celumn 8: From the case record, enter the total number of hours authesized for protective supervisicn.

Ceiumn B:  The statutory maximum for the month(s) being claimad wili be calcuiated by CMIPS and displayed on a turn-around document.
No manual entry is required

Column 7: Enter SUNSI response from Part |, question #8.

Column 8:  Tha statutory maximum minus the amount originally authorized will be calcufated by CMIPS and displayed on a turn-around
document. No manual entry is required.

Column 8:  The total retroactive payment due will be caiculated by CMIPS and displayed on a turn-areund document. No manual entry is

required.
COLUMNT | COLUMNZ |COLUMN3  COLUMN4 COLUMN 5 COLUMNG |COLUMN T COLUMN 8 COLUMN ¢
Class Amount Claimed Stat Max. Stat. Maximum Minus | Amound Due (Eliher
Month/Year | Eiigible? | Hours |(Hours ctaimed X omount Originally| During Month Amount Originatly | Columi 4 or Column 8
Claimeg YesiNe | Clalmed | pgonth c[a;meg) Authorized Clalmed NSE | Sl Authorized whichaver Ia lass)

SIGNATURE OF CLAIM PROCESSOR:

SIGNATURE OF SUPERVISOR O DESIGNEE: DATE:

Continue to back as needed. Paga 2



MILLER V. WOODS
PROVIDER RETROAG I IVE PAYMENT ELIGIBILITY DETERMINATION WORKSHEET
PART I
PROVIDER'S NAME: ) SOCIAL SECURITY NUMBER:

RECIPIENT'S NAME: SOCIAL SECURITY NUMBER; CASE NUMBER:

INSTRUCTIONS:
Column 1:  Enter the month({s) and year{s) tha provider claims to have provided protective supervision.
Column 2:  Enter yes/no response from Part |, question #2,

Column 3:  Fill-in the total number of hours claimed for retroactive payment of protective supervision, from Part 1! of the Provider Standard
Claim Form,

Column 4:  The amount ciaimed will be calculated by CMIPS and displayed on a turs-around document. No manuai entry is required.
Column5:  From the case record, enter the total number of hours authorized for protective supervision.

Column 6;  The statutory maximum for the month{s) being claimed whl ba calculated by GMIPS and displayed on a fura-around document.
No manual entry is required

Column 7: Enter SI/NSI responsa from Part |, question #8.

Column 8 The statitory maximum minus the amount originally authorized will ba calculated by CMIPS and displayed on a tum-around
document. No manual entry is reguired.

Column @1 The total retroactive payment due will be calculated by CMIPS and dispiayed on a turn-around documeant, Ne manual entry is

required.
COLUMNT | COLUMNZ |[COLUMN3 COLUMNA4 COLUMN 5 COLUMNG [COLUMN7T COLUMN 8 COLUMN 9
Class Amount Cialmed Stat, Max. Siat Maximum Minus | Amount Dus {Either
MontwYear | Etlgible? | Houwrs “‘gg‘ﬁ:gﬂﬁfg X} Amount Otlginatly | During Month Amount Originally | Column 4 or Column 8
Clalmed YestMo | Clalmed | ponth c,ﬂimeﬂ} Authorized Claimed NSl | 8§ Authotized whichaver Is tess}

SIGNATURE OF CLAIM PROCESSCR:

SIGNATURE OF SUPERVISOR OR DESIGNEE: DATE:




STATE OF CALIFORNIA - HEALTH AND WELFARE AGENGY DEPARTMENT OF SCCIAL SERVICES

MILLER V. WOODS
APPLICANT/RECIPIENT RETROACTIVE PAYMENT ELIGIBILITY DETERMINATION WORKSHEET
‘ PART |
APPLICANT/RECIFIENTS NAME: SCCIAL SECURITY NUMBER:
PROVIDER'S NAME: SOCIAL SECURITY NUMBER: CASE NUMBER;

1. Did the claimant answer yes to Quaestions 2A, B, C and D on the Applicant/Recipient Standard
CIAIM FOIMT .ocooooce e rmisss s e rmsssssrsssssss s ssst s ssss st bestsssmm e sessesasmeseresesosssemstssrsesssssveensmens ot YES L1 NO
IFyes, proceed.
If no, issue a denial notics.

2. Did the claimant answer yes 16 the first part of question F on the Applicant/Recipient Standard Claim Farm? [ YES [ NO
(Enter responsa hera and
if yes, proceed. Part I}, Celumn 2)
If no, issue a denial notice.

3. Do you have any record of a denial or approvat? ... O ves O n~No

If yes, proceed to #4 if an approval, or to #8 If a denial.
If no, send a Applicart/Recipient Suppiemental Claim Form.

INSTRUCTIONS: STEPS 4 - 8 ARE TO FOLLOWED WHEN IHSS WAS AUTHORIZED DURING THE PERIOD CLAIMED.

4, Isthere any information in the case record that shows applicant/recipient was denied protective supervision
for reason(s) othar than other than provision by a hOUSEMALS OF SPOUSE? .....ceeeveeerersvvseecsessrmreenemeenes L3 YES [ NO

Hf yes, send a 45-day Adverse information Notice for months determined insligible and documant the reason(s) for ineligibility on the
line below, then proceed fo #6 for any remaining months of aligibliity.

Reason(s)

If no or questionable, proceed to #5.

5. Isthere any other information (outside tha case record) that shows the applicant/recipient was
denied protective supervision for reasan(s) other than provision by hcusemate of spousa? ..., L1 YES [ NG
If yes, stata the reason(s) on the fina below and send a 45-day Adverse Informaticn Notice for menths determined ineligible and
document reason{s} for ineligibility, then proceed to #7 for remaining months of eligibility.
Reason(s}

6. Was the case at stalutory maximum (stat max} for any month Glaimed? ......ceeeer v 3 YES ] NO

if yas send & 45-day Adverse Information Notice for months in which case was at stat max..
if no for any month, preceed with months not at stat max,

7. Check (v} one of the following; Froviderwasa [ Spouse [ Relative [ Friend

if provider was a spouse, CMIPS will compute payments at the appropriate
rate for eligible months claimed during the pericd April 1979 - July 1981,

it provider was a relative or friend, CMIPS will compute payments at the appropriate
rate for eligible months claimed during the period April 1979 - April 1984,
8. Check () one of the following: Recipient was 1 Severely impaired (Si) ["1 Monseverely impaired (NSI)

(Enter response here and Part ll, Column 7}
I 81, CMIPS will compute each menth using S| maximums not 1o excesd
the allowable maximum for any given month, including costs of previously authorized services.
i NSL, CMIPS will compute each manth using NSI maximums not to exceed the aliowable
maximum for any given manth, inciuding costs of praviously authorized services.

INSTRUCTION:  STEP 915 TO BE FOLLOWED WHEN IHSS WAS NOT AUTHORIZED DURING THE PERIOD CLAIMED.

8. Was housemate the reason for denial of prolective SUDEIVISION? ......cc.viecesvecesceeeens s eecesssienssennns d YES 1] NO
If yes and housemate was a spouse, CMIPS will compte eligibility at NSf maximum
for ail eligible menths claimed within the period April 1975 - July 1981,

If yes and housemate was a relative or friend, CMIPS will computa efigibifity at NSi
maximum far all efigible months claimed within the period Aptil 1979 - April 1984,

It ne for any months claimed, documant the reason{s) for denial on the line below and
send a 45-day Adverse Information Notice,

Reason(s)

If unknown, send a Applicant/Recipient Supplemental Claim Form.

TEMP 2027 (1492




INSTRUCTIONS: STEPS 10-12 ARE TO BE FOLLOWED WHEN A COMPLETED APPLICANT/RECIPIENT SUPPLEMENTAL CLAIM
FORM HAS BEEN RECEIVED BY THE CWD

10. Did the claimant provide information on the Applicant/Racipient Supplemental Claim Form and/or attach documentation that
substantiates the claimed recipient of protective supervigion applied for and was denied {HSS during the periods April 1879 through
AT 984T oo st s sonsnresesnssesesse sttt ] YES 0 No
1$ yos, proceed to 11,

I no, proceed to 12.

11. Based on the information provided on the Applicany/Recipient Supplemental Claim Form, did the claimed recipient meet IHSS
incamefrescurce eligibility requiremants for the months being Slaimed? . .......ccovvcimemneme L1 YES 3 NO

I yas for any or all months being claimed, CMIPS witt caiculate payments for all months of eligibility.
It no for any or ali months being dalmad, deny the claim for those monihs.

12. Answer aniy H #10 is “NO®
Based on the information provided on the ApplicantReciplent Supplemental Claim Form, did the
claimed recipient meat IHSS income/rescurce sfigibiity requiremants for the months being claimed?...... [] YES 3 NO
It yes, deny the claim for the reason that the claimed recipient never applied for or was denied IHSS during the months being claimed.
If no, deny the claim for two reascns:
(1) the claimed recipient never applied for and was denied IHSS during the months claimed; and
(2) the claimed reciplent did not meel tHSS income/resource eligibifity requirements for the months being claimed.

PARTI

INSTRUCTIONS:

Column 1:  Enter tha month(s) and year(s} the applicant/recipient claims to have paid for protective suparvision.

Column 2:  Enter yes/no respense from Part |, question #2,

Column 3;  Fill-in the total number of hours claimed for protective supervision, from Part {l of the Applicant/Recipient Standard Claim Form.
Column 4 The amount claimed will be calculated by CMIPS and dispiayed on a tum-around document. No manual sntry is required.
Column 5 From the case reccrd, enter the total number of hours authorized for protective supervision,

Column & The statutory maximum for the month{s} baing claimed will be calculated by CMIPS and displayed on a turn-around document.
No manual entry is required

Column 7. Enter SI/NSI response from Pan [, question #8

Celumn 8:  The statutory maximum minus the amount originally authorized will be calculated by CMIPS and displayed on a turn-around
document. Ne manual entry is required.

Column 9 The total payment amount dué will be calculated by CMIPS and displayed on a tum-around document. No manual eniry is

required.
COLUMNt | COLUMNZ |COLUMN3  COLUMN4 COLUMN 5 COLUMNG | corumm T COLUMNS COLUMN
Class Amount Claimed Stat Max. Stat. Maximum Minus | Amaunt Due (Either
Monib/Year | Eligibie? CT(;ugesd ﬁg%;g*gmﬁ X} Amount Originally | During Month Amount Originally | Column 4 or Column &
Claimed YesiNo at Month Claime Authorized Ciaimed NSl | 8 Authorized whichever is less)
SIGNATURE OF GLAIM PROCESSOI - ' DATE:

SIGNATURE OF SUPERVISOR OR DESIGNEE: DATE:




MILLER V. WOQDS
APPLICANT/RECIPIENT RE1AOACTIVE BENEFIT ELIGIBILITY DETERMINATION WORKSHEET
PARTII

APPLICANT/RECIPIENT'S NAME: SOCIAL SECURITY NUMBER:

PROVIDER'S NAME: SOCIAL SECURITY NUMBER; CASE NUMBER:

INSTRUCTIONS;

Column 1@ Enter the month(s) and year(s) the applicant/recipient claims to have paid for protective supervision.

Column 2! Enter yes/no response from Part |, question #2.

Column 3:  Fillin the total number of howrs claimed for protective supervision, from Part If of the Appficant/Recipient Standard Claim Form,
Coiumn 41 The amount claimed will be caiculated by CMIPS and displayed on a turs-around documant. No manual entry Is required,
Column 5! From the case record, enter the total number of hours authorized for protective supervision.

Column 8:  The statutory maximum for the month(s) being claimed will be calculated by CMIPS and displayed on a turn-around document.
No manual entry is required

Column 7:  Enter SI/NS! response from Part |, question #8

Column 8. The statulory maximum minus the amount originally authorized will be calculated by CMIPS and displayed on a turn-around
document, No manwal entry is requirad.

Calumn 9;  The total payment amount dus will be calculated by CMIPS and displayed on a turn-around document. No manual entry is

required.
COLUMNAY | COLUMNZ [COLUMN  COLUMNA COLUMN 5 COLUMNS |COLUMN? COLUMN 8 COLUMN 9
Class Amount Clalmed Stat. Max. Stak Maxirum Minus | Amourtt Dus (Either
Month/Year | Eligible? | Hours |{Haurs 1‘;'5*;";‘? X! Amount Originaity | During Month Amount Originaliy | Coltrn 4 or Celumn 8
Cralmed YesiNo | Claimed | ypouh c|3imeg) Authorized Claimed NSl | 8t Authorized whichever Is iass)
SIGNATURE OF CLAIM PROGESSOR. = ' BATE:
SIGNATURE OF SUPE AVISOR OF DESIGNEE, DATE:

Continue to back as needed. Page 2




MILLER V. WOOQDS
APPLICANT/RECIPIENT Ri: 1 ROACTIVE BENEFIT ELIGIBILITY DETERMINATION WORKSHEET

PART N

APPLICANT/RECIPIENT'S NAME: SOCIAL SECURITY NUMBER:

PROVIDER'S NAME: SOCHAL SECURTTY NUMBER: CASE NUMBER:

INSTRUGTIONS:

Column 1. Enter the month(s) and year(s) the applicant/recipient claims to have paid for protective supervision,

Column 2 Enter yes/no respanse from Part |, question #2.

Cofemn 3: Filldn the total number of hours claimed for protective supervision, from Part [E of the Applicant/Recipient Standard Claim Form,
Column 4:  The amount claimed will be caiculated by CMIPS and displayed on a turn-around document. No manual entry is required.
Column 5:  From the case record, enter the total number of houss authorized for protective supervision,

Column 6:  The sfatutory maximum for the month(s) being claimed will be calculated by CMIPS and displayed on a turn-around document.
No manual entry is required

Column 7:  Enter SI/NSJ respense from Part [, question #8

Column 8:  The statutery maximum minus the amount originally authorized will be calculated by CMIPS and displayed on a turn-around
document. No manual entry s required.

Column 9: The total payment amount due will be caiculated by CMIPS and displayed on a turn-around documant. No manual entry is

required.
COLUMN1 | COLUMNZ |COLUMN 3, COLUMN4 COLUMN 5 COLUMNE [COLUMNT COLUMNS COLUMN 9
Class Amount Claimed $tal, Max. Stat, Maximum Minus | Amourt Dua (Elther
Monthi¥ear | Eligible? | Hours |(Hours cimed X) amaunt originally | During Menth Amount Oxiginally | Column 4 or Column 3
Cialmed Yes/Ne | Claimed | paopip Claimeg) Authorized Claimed NSt | s Authorized whichevet [s less)
SIGNATURE OF CLAIM PRQCESSOR- . DATE:

SIGNATURE OF SUPERVISOR OR DESIGREET DATE:




STATE OF CALIFORMA - HEALTH AND WELFARE AGENCY DEPAATMENT OF SOCIAL SERVICES

MILLER V. WOODS
APPLICANT/RECIPIENT STANDARD CLAIM FORM

INSTAUCTIONS:  Please print. This form must be compisted 1o determine if we owe you any money. |f yau need help completing this,
contact the [HSS Section of your county welfare depariment, Be sure to sign ygur name in Part |, Section § and have
someone who knows that you paid for the service of protective supervision sign his/her name in Section 6 of Part 1.

If you need a Spanish Miller I claim form, please contact the JHSS section of your county welfare department.

REMEMBER: This form must be santdelivered to the county wellare depariment by September 30, 1993. If mailed, the enveiope
must be postmarked by September 30, 1993, ¥ not postmarked or received in the county weifare depariment by that
date, your claim will be deniad.

NOTE: Part [ of this form asks questions about you and the person who you paid to provide protective supervision to you. Part I asks
you for specific information about when protective supervision was actually provided. Part Hi asks for information about your
paying for and receiving protective supervision beyond the Miller v. Woods retroactive payment period,

PART |

T NAME OF AFFLICANT RECIFIENT {PAINT): SOCIAL SECURITY MUMBER: TELEPHONE NUMBER:
{ )
CUARENT ADDRESS (NUMBER, STREET): APARTMENTISPACE NUMBER:
CHY: COUNTY: STATE: APCODRE:
2. Check the appropriate box for aach of the following questions.
Betwsen the period Aprii 1979 through April 1984: YES NO
A, Were you a nonself-directing, confused, mentally impaired or menta!ly il
person who would have baen hurt or injured # left alone?............. d O
B. Did you pay someone to watch you to make sura you did not harm
or injure yourself?.........eoeeeee... O g
C. Woere you 65 years or older, blind or disabled O | -
D. Did you five in California?.......ooo..... B O
E. Was the parson who you paid to watch you a relative, spouse o a friend? ... [} O
F. Did you apply for In-Home Suppertive Sarvices (IHSS)?...... 1 i
Ware you denied IHSS7?.... [ ]
3. Your address at Tha time you paid Tor and recelved proiective supervisian (i differant from above)
NUMBES, STREET: APAHTMENT/SPACE NUMBER:
CITY: COUNTY: STATE: ZiF COBE:
4_ NAME OF PERSON WHO PROVIDED PROTECTIVE SUBERVISION TO YOLHPRINT}: HISHER SOCIAL SECLRITY » TELEFHONE NUMBER:
( )
CURRENT OR LAST KNOWN ADDRESS [NUMBESR, STREET) APARTMENT/SPACE NUMBER:
CITY: COUNTY: STATE: ZiF COOE;

RELATIONSHIP OF THIS PERSON TO YOU:

5. DECLARATION OF APPLICANT/RECIPIENT: | understand that the information | have provided above and in Paris il and Iif
on the back of this form is subject to verification by a governmental agency and that my signature on this form is an
au&horlzation for such investigation. |, the undersigned, declare under penaily of perjury that the above statements ara true
arid correct

SIGNATURE OF APPLIG ANTRECIPIENT: DATE:

6. DECLARATION OF WITNESS: I, the undarsigned, declare under penaity of perjury that the person named in Section 1 above
did live with, pay for, and recaive protective supervision from the person named in Section 4 above.

NAME OF WITNESS (PRINT): SIGNATURE OF WITNESS: DATE:
ADDREES OF WITNESS [NUMBER, STREET), APARTMENT/SPACE NUMBER: TELEPHONE NO.:
{ }
CITY: COUNTY. STATE: 2iP COCE:
RELATIONSHIP TO ARPLICANT/RECIPIENT: RELATIONGHE? TO PERSON WHO PROVIDED PROTECTIVE SUPERVISION:
) 7. NAME OF PERSON COMPLETING THIS FORM FOR THE APPLICANTRECHIENT (PRINT: B
ADDRESS (NLUMBER, STREET) APARTMENT/SPACE NUMBE R TELEPHONE:
{ }
CiTY: COUNTY: STATE: ZiP CODE;
SIGNATURE: RELATICNSHIF TO APPLICANTIRECIPIENT:

8. Turn to the back side of this form and read the instructions carafully. Once you have answered all of the guestions on both
___sides of this form, return it to the county welfare depariment.

TEMP 2028 {1392}
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1. Fillin the total number of hours for aach month listed below that you paid for and received protective suparvision.

2. Protective supervision is for preventing a nonself-directing, confused, mentally impaired or mentally ill person from being harmed or

injured,

PA -

il

TROACTIVE PAYM

(Spouse recipients may claim anly through July, 1981, For fater months, use WRQ claim form.)

YEARMONTH

NUMBER OF HOURS

1978

YEAR/MONTH

NUMBER CF HOURS

Aprit

1982

January

May

June

Fabruary

July

March

August

April

September

May

October

June

Novembar

July

December

August

1980

September

January

October

February

November

March

December

April

1983

May

January

duna

February

July

March

August

Aprit

Seplember

May

Cctober

June

November

July

Decamber

August

1981

September

January

Oclober

February

Novernbar

March

Decembar

April

1984

May

January

dune

Febraary

July

March

August

April

September

Cctober

MNavamber

Dacember

PART W -

iM FOR UNDERPAYMENTS

{Spouse recipients may not claim underpayments in Miller, Use the WRQ claim form.)

YEAR/MONTH

NUMBER OF HOURS

1984

YEAR/MONTH

NUMBER OF HOURS

May

1985

June

January

July

Fabruary

August

March

September

April

October

May

November

Juna

Dacember

July

August




INSTRUCCIONES PARA LAS PARTESILY,

1. Ancte el nimero total de horas para cada mes anolado abajo en gue usled se guedd en casa para propotcionar supervision con
fines de proteccion,

2. 1la supervision con fines de proteccién es para avitar que resulte lastimada o lesionada, una persona gue no tiene control de si
misma, que estd confundida o que tiene impadimentos o enfermedades mentales.

FARTE N : RECLAMO PARA PAGOS RETROACTIVOS

{Los céayuges proveedores pueden presentar un reclamo solaments hasta julio de 1981. Para meses posteriores, use a forma de

ANOMES NUMERD DE HORAS ANGMES NUMERO DE HORAS
1979 1982
Abril Enero
Mayo Febrero
Junio Marzo
Julic Abril
Agosto Mayo
Sepliembra Junio
Cetubre Julio
Naviembre Agosto
Diciembra Septiembre
1980 Octubra
Enero MNoviembra
Febrero Diciambre
Marzo 1983
Abril Enero
Mayc Febrero
Junig Marzo
Julio Abril
Agosio Mayo
Septiembre Junio
Oclubre Julio
Noviembre Agosto
Dictambre Septiembre
1981 Octubre
Enero Noviembre
Fabrero Diciembre
Marzo 1984
Abri Enero
Mayo Fabrero
Junie Marzo
Julio Abril
Agosto
Septiembre
Cctubre
Noviembre
Diciembre

PARTE Hl - RECLAMO PARA PAGOS INSUFICIENTES

{Los cdnyuges proveedores no pueden reclamar pagos insuficientes bajo Miller. Use la forma de reclama WBQ.)

ARQ/MES NUMERO DE HORAS ANO/MES NUMERQ DE HORAS

1984 1985
Mayo Enero
Junio Febrero
Julic Marzo
Agosio Abril
Sepliembre Mayo
Octubre Junio
Noviembra Jilio
Dictembre Agosto




STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF SOCIAL SERVICES

MILLER vs. WOOQDS
FORMA NORMAL DE RECLAMO PARA SOLICITANTES/BENEFICIARIOS

INSTRUCCIONES: Por favor escriba con letra de imprenia. Se tiene que compietar esta forma para determinar si 'e debemos dinere. Si -
nacesita asistencia para completatla, comuniquese con la Seccion de IHSS del departamento de bienestar de su
condado. Aseglrese de firmar en la parte 1, Seccidn 5, y de pedirle a alguien que sepa que usted pagd servicios de
supervision con fines de proteccidn, que firme en la Seccion & da la Parte L

RECUERDE: Esta forma tiene gue ser enviada/entregada al departamento de bienestar del condado a més tardar el 30 de
septiembre de 1993. Sila envia por correo, el sobre tiene que mosirar el mataselios del correo a mas tardar el 30 de
sepliembre de 1993. Se negard su reclamo si no muastra el matasellos del correc a mas tardar en esa fecha, o no se
recibe a maés tardar en esafecha.

NOTA: La Parle | de esta forma hace preguntas sobre usted y la persona a fa que usled ls pagd para proporcionar supervisién cor fines
de proteccién a usted. La Pare [l le pide informacién especifica acerca de cuande se provayd en realidad a supervisién con
fines de proteccién, La Parta il pide informacién acerca de los pagos que usied hiza cuanda recibid supervisién con fines de
proteccion después del pariodo de pagos retroactivos Miller vs. Waoods.,

PARTE |: S— e

T,  NOMBRE DEL SOUCITANTE/BENEFICIARIO [ESCHIBA GON LETRA DE IMPRENTA): NUMERC CEL SEQURD SOCIAL: NUMERD DE TELEFONG:
DIRECCION ACTLIAL (NUMERD, CALLE): NUMERG DE ESPACIOAPARTAMENT(.

CIUDAD: CONDADG: ESTADO: ZONA POSTAL

2. Martque la casilla pertinente por cada una de fas siguientes pregumas.
En el pariodo de abril de 1979 a abril de 1984;

@
z
o

A, ;Erausted una persona gue na tenia control da si misma, estaba confundida, con impedimentos o

enfermedades mentales gue hubiera resuftado lastimada o lesionada si se le hubiera dejada sclaT...ccocviiiein O i
B, ;lLe pagd usted a zlguien para que cuidara de usted para asegurarse que usted

no s& {astimara o lesicnara? ... 0 O
C. (Tenia usted 65 afos de edad, o més, estaba ciego(a} o incapacitado{a)? (1 1
D, ¢Vivia usted en California? ....ceeeeecieeeeeeeee ] ]
E. 4Erala persona a fa qus le pagd para que cuidara de ustad parienie, cényuge o amistad? ..... 1 ]
F. ¢Solicitd usted Servicios de Casa y Cuidado Personal (IHSS)?..iiinormnerimsiseennssenes O ]

il.e negardn los IHSS7 s . 3 [

4. Su direccicn en fa Techa en que usted pagd y recibio supervisidn con fines de proteccion (st es diterente de la anterior).

NLMERO, GALLE: NUMERD DE ESPACIOAPARTAMENTC:
CIURAD: -CONDADO: ESTADO: ZONA POSTAL:
4. NOMBRE DE LA PERSONA QUE LE PROVEYC SUPERV. CON FINES DE PROTEC, (LETRA DE IMPRENTAY &U NO. DEL SEGURO SOCIAL: NUMERO DE TELEFONC:
( )
DIRECCION ACTUAL O ULTIMA DIRECCION CONOCIDA (NUMERD. CALLE): HUMERD DE ESPACIOVAPARTAMENTO:
CiUBAD: CONDADO: ESTADC: ZONA POSTAL:

PBARENTESCO QUE TIENE ESTA PERSONA CON USTED:

8. DECLARACION DEL SOLICITANTE/BENEFICIARIO: Entiendo qua la informacién que he proporcionade arriba y en las partes
{1 'y §il en el reverso de esta forma, puede ser verificada por dependencias gubarnamentales, y antlendo que mi flima en esta
forma es una autorizacién para que se haga dicha investigacién, Yo, el suserito, declaro bajo pena de perjurio que las
declaracicenas anterlores son verdaderas y correctas.

FIAMA DEL SOLICITANTE/BEMEFICIARID: FECHA:

6. DECLARACION DEL TESTIGO: Yo, el suserilo, dectaro bajo pena de perjurlo que a persona mencionada en ta Seccion | de
arriba vivia con, pagé, y recibié la supervisién con fines de proteccién de 1a persona mencionada en 1a Seccién 4 de arriba.

HOMBRE DEI, TESTIGQ (LETRA DE IMPHENTAL FIRMA DEL TESTIGO: FECHA!
DIRECCION DEL TESTIGO (NUMERD, CALLE) NUMERG DE ESPACIG/APARTAMENTO: NO. DE TELEFONG:
( }
CIUDAD: CONDADS: ESTADO: ZONAPOSTAL:
PARENTESGCQ CON EL SOLICTTANTE/BENEFICIARID: PARENTESCO CON LA PERSONA QUE PROVE YO SUPERVISION CONFINES DE PROTECGION:

7. NOMBAE DE LA PERSONA QUE COMPLET( ESTA FORMA PARA EL SOLICITANTE/BENEFIGIARIC (ESCRIBA CON LETRA DE MPRENTA)

CHECCION (NUMERD, CALLE). NUMERO DE £SPAGIOMPARTAMENTO: TELEFOND:
CIUDAD: CONDADO: ESTADO: ZONA POSTAL:
FIFMA: PARENTESCO CON EL SDLICITANTE/BENEFCIARIO:

8. Lea cuidadosamente fas instrucciones contenidas en el reverse de esta forma. Una vez que haya contestado {odas las
preguntas en ambos lados de esta forma, regrésela al departamento de bienestar del condado.

TEMP 2028 (3P {11492}




STATE OF CALIFCRMA - HEALTH AND WELFARE AGENCY DEPARTMENT OF SOCIAL SERVICES

MILLER V. WOQDS
APPLICANT/RECIPIENT SUPPLEMENTAL CLAIM FORM

INSTRUCTIONS:  Please print, Fill in all information requested. ¥ you nead help, contact the IHSS Section of your county welfare
department and ask for assistance.

DEADLINE: You must complete this supplamental elalm form and return It to the county welfare department within 45 deys
of the date on the Notice of Action.

. NAME OF APPLICANT/REGIPIENT [PRINTY

CURRENT OR LABT KNOWN ADDRESS {NUMBEA, 5TREET): APARTMENTGPACE NUMBER:
GiTY: COUNTY: STATE: 2P GODE:
PART il

\ax'a 1helx‘ve no record of you ever having applied for and been denied IHSS during the period April 1979 through April 1984, Please complete
the following:
1. Do you have any Information relating to your 1HSS application and denial during the
BDOVE PANBAT ...t v st rora e s e A A e AR S R e e
If ho, procesd to 2,
if yas, pleasa provide that information in the blanks balow:
A, Who actually applied for IHSS?

e L3 YES [ NO

B.  Was the application verbal or in writing?

C. When was the application made?

D.  What services were requested?

2. Do you have copies of any documentation reiating to your IHS5 application and denial during the
ADOVE PBIOTT .1 vivimimcrscnrierec e nscucscasesee e sremes et eeeeses e es s sa1 41514 b oAt 04 B4 eSS A1 b8 a0 bR a0
if yes, please attach a copy of ali such documentation.

PART It

Please provide the information below:

1. Did yau raceive Supplemental Security Income/State Supplemeantal Program (SS¥S5P) benefits (Gold Check) in any of the following
years? Place an X'below for each year in which SSVSSP was received.

3 ves [0 NO

£1 1979 1 1980 {1 1981 7] 1982 ] 1933 L1 1om4
2. Listyouraverage gross manihly income from all sources 1or e following years: (mc!lt_:debllnc)ome from Tive-in spouse and/ar child,
applicable.
1679 1980 1981
1982 1983 1984

3. Didyou have average monihly liguid resources (cash, Checking of savings account, frusl JUnds, Checks of casn In safety deposit box,
stocks or bonds, notes, morigages, deeds ) that were in excess of 31500 (if you were single} or $2250 (# you werae marriad) during the
years April 1079 - April 19847 L] Yes [J Ne

If Yes, piace an X below for the year(s) in which the your average monthly liquid resources were more than $1500 (if single} or $2250
{if married}.
(0 1979 [ 1980 ] 1981 O 1982 £ 1083 [0 19084

PART IV

1. APPLICANT/RECIPIENT STATEMENT:

BE SURE YOU HAVE HEAD AND ANSWERED ALL THE QUESTIONS ABOVE.
READ THE FOLLOWING STATEMENTS CAREFULLY BEFORE SIGNING.

+  lunderstand that the information | put on this form may be verified and that my signature on this form Is an authorization
for such an Investigation.

+ |, the undersigned, declare under penalty of perjury thal the answers | have glven are correct and true.
SIGNATURE OF APPLICANTARECIPIENT: CATE!

2. WITNESS' STATEMENT:

I, THE UNGERSIGNED, DECLARE UNDER PENALTY OF PERJURY THAT THE ANSWERS PROVIDED ABOVE BY THE
APPLICANT/RECIPIENT ARE CORRECT AND TRUE TO THE BEST OF MY KNOWLEDGE.

NAME OF WITNESS {(PRINT): SIGNATUIRE OF WITNESS: DATE;

ADDRESS: CITY. COUNTY: STATE: ZiP CODE:

RELATIONSHIF TO APPLICANT/RECIPIENT

RELATIONSHIP TO PERSON WHO PROVIDED PROTECTIVE SUFERVIEION:

7. NAME OF PERSON COMPLETING THIS FORI FOR THE APPLICANTRECIPIENT (PRINT):

AQDRESS {STREET, NUMRER): APAHTMENT/SPACE NUMBER: TELEPHONE NUMBER:
CITY COUNTY STATE: 2P CODE:
SIGHNATURE: RELATIONSHIP TO APPLICANTIRECIPIENT!

TEMF 2029 [11/92)




STATE OF CALIFCANIA - HEALTH AND WELFARE AGENCY DEFARTMENT OF SOCIAL SEAVICES

MILLER vs. WOQODS
FORMA SUPLEMENTAL DE RECLAMO PARA EL SDLICITANTE/PERSONA QUE RECIBE BENEFICIOS

INSTRUCCIONES: Por favor escrina con letra de impranta. Anote toda la informacion gue se e pide. Si necesita asistencia, comuniquase
con la Seccion de IHSS del departaments de bienestar de su condado v pida qua la ayuden.

PLAZG: Uated tiene gue compietar esia forma supfemental de reclamo y regresarla al depariamentio de bienesiar del
candado en un plazo de 45 dias contados a partir de ia fecha que aparece an la Notificacion de Accidn.

PAF!TE

i
NOMBHE DEL, BOLICTT ANTE/PEREONA UE MECIRE AENEFIAOS (EBCITEA GOM LETIA BE IMPRENTA]:

BRES OGN ACTUAL O ULTIIAA DIRECEION OF OUE SE SABE (MUMERQ. CALLEN TUMERD D ERPACICYAPARTAMEITO:
CIIDAD CONDADG: BETADD: ZONA POSTAL:
PARTEN

Na tenemaos informacion indicando que ustad alguns vez haya solicitade servicios de IHSS ¥ gque e los hayan negado durante el pariodo
da aiwil de 1979 x abrit de 1984, Por favor complete lo siguienia:
1. i Tiene usted cuaiguier Inlcrmaclén relativa a su sohcstud para IH5% y su negac!on durarie

al peride indicado arviba?............. SRR UTUUOUTRRURR B I - B B S [

Sinao, pase al 2.

Si sl, por favar anate la inlarmacion en los espacios en blanco que sa proporcionan ensegulda:

A LQuidn fue la persona en panicular que solicitd IHSS?

B, (Se preszents la solcitud verbalmenia ¢ por ascrito?

G, LCuando se presentd fa sodicitud?

9. i0ué sarvicios sa solicitaron?

2. ng-n- coplas da cualesquier documentos relacionados a su solicitud para IHSS y su nagaclén
urants &l pariodn mencionado ardba? ... D PYUURTOR O B - ] Ll NO
Bisl, por favor adjunta una copia da dichos docdmantas.

PARTE itl

For favor proporcione la informackdn que se menciona anseguoida:

1. HRachid usted benelicios de Seguridad de Ingreso Suplemaeantal/Programa Suplamentario del Estado §SSI/SSF’) (shaqua dorado) an
cuaiquiera de los afos siguientes? Ponga una X enseguida por cada ano en que haya recibido SSI/SSP.

[t 1978 1 1980 [ 1981 [ tos2 1 1983 1 1984
=, Ancie sus ingresos britos mansuzles madios procedemes doiodas 1as Tuantas con ralacan a jos sigulenies anos (nciuya los Ingresos
del conyuge con el quea vive y/o hijo{a) si es pertinentea):

1979 1980 1881

1882 1983 1984

3. LTuvo recursns convenibies Bn elaclivo mensuales madios (dinefc en alaclivo, cuenia de chequas a de ahorfos, Tondos en
fideicomisc, chaquas o efectiva en una caja de seguridad, acciones o bones, pagarés, hipotecas ascriiuras) que excedlan $3,500 (s!
usted era soitero{a)) a $2.250 (s usted era casado(a)) durante los afios abril de 1979 a abril de 196847 [ ] S No
Si sl cologque una X anseguida con respecto a los afos en los cuales sus recursos convartibies en alfectlive mensvales medios
excodigron $1,500 {si ara sclitaro) ¢ $2,.250 (si era casado}.

CJ 1979 1 1980 1 1881 [ siasz [ 1983 1 1984

PARTE IV

1.

QU EFICIOS.
GURESE DE HABER LEIDO Y CDNTESTADO TODAS LAS PHEGUNTAS ANTERIORES.
A LAS DECLARACIONES SIGUIENTES CUIDADOSAMENTE ANTES DE FiRMAR.

- Entiendc gue ia formacian que he Incluido en esta forme pusde ser verificada, y gue mi firma en la misma es una
autarizacton para que se haga dicha investigacidn.

. Yo, el/la suscrita(a), dectars bajo pena de perfurio gue las respuestas que he dade son correctas y verdaderas,

FiAMA DEL SOLICITANTERERGONA GUE HECIIE BEMEF GG, FECHAY

2. DRECLARACION DEL TESTIGO.

Yo, Fi SUSCRI"‘%’O(A& DECLARO BAJOC PENA DE PERJURIO QUE ELAS RESPUESTAS QUE EL SOL!CETANTE!PERSONA QUE
REGIBE BENEFICIOS DIO ARRIBA, SON CORRECTAS Y VERDADERAS SEGUN M] LEAL SABER Y ENTENDER

FRSRREHE DT TERTHA0 (ESCIIBA CON L1 RA OF (MPRENTA) FIRMA BEL TESTIGO. FEGHA:
CALDADH CONDADD EBTAM: ZONA POSTALS
FARB LI L C O AGION COMN EL BOUICTTANT EPE A= ONA GUR AEGSI
PARGHT EBCOAELAGIGH COH LA PERRGHA GLIE PROPORGIGNG LA SUPERVISIDN GOMN FINES OF PROTECGIGN
3. WOMBAE OE LA PENISONA OUR COMPLETA ESTA FORMA POR EL BOLICITANTE/PERBONA GUE REGIBE BENEFIGIDS [ESCRBA CON LETRA DE BAPHEN FAY
TDREGHION (GALLE, NUREROY: FUMERD BE APASTAME I OIE ERACIO. NOLERG GE TRLRPOND!
PR, FARE TR BCGAEr ACION CON 52 BOLIGITAN TERE! OUE RECHIE

TEMF 2023 (SR} 13192}




BTATE GF CALIFORNIA - HEALTH AND WELFARE AGENCY

MILLER V. WOODS
APPLICANT/RECIPIENT UNDERPAYMENT ELIGIBILITY DETERMINATION WORKSHEET - PART |

DEPAFTTMENT OF SOGIAL SERVICES

APPLICANT/RECIPIENT S NAME: SOCIAL SECURITY NUMBER:
PROVIDER'S NAME: SOCIAL SECURITY NUMBER: CASE NUMBER:

Was provider a spause? ........ (7 ves {1 NoO

If yes, deny underpayment claim, refer claimant to WBO and attach a WRQ Provider Standard Claim Form,
# no, proceed o #2.

Did the clalmant answer yes to questions 24, B, C and D on the ApplicantRecipient Standard ............ [J YES [} NO
Ciaim Form?

if no, deny underpaymant claim.
If yes, procesd fo #3.

Did the claimant answer yes to the first part of question F on the Applicant/Recipient Standard Claim Ferm? ] YES [0 NO

If ro, deny underpayment ciaim. (Enter here and Part I3,
If yes, proceed io #4. - Column 2}

if unknown, send a Applicant/Recipient Supplemental Claim Form,

Did tha claimant file for Miler 17.....coo.coommreeeomeeeererne 03 ves I NO

# yes, procesd to #5.

If no, proceed to #7.

Was Millar T claim deniad? ... e asmraessesssssesecssssossssssesmeransssnessessnnnne bk YES 3 NO
¥ yes, deny underpayment ciaim.

if no, proceed fo #6.

Was the Mitler | claim approved through the end of the retroactive paymeant pariod ... L) YES [ NQ
(Agril 1879 through April 1984)7

If yes, proceed to #9.

I no, deny underpayment claim.

Is the claimant aligitla for relroactive PaYMENIS? ... i ssiesestene e esseeeesteeeemsmeniiieee d . YES [ RO
It no, deny underpayment claim.

if yes, proceed to #8.

Is claimant eligible for retroactive payments through the end of the retroactive period
(A 19T HRICUGR APF 198417 e cvecveeeoeo oo eecssves oot seees s sesesesos e seseseesssesmsessemenasneresee L3 YES 1 NO

If no, deny undaerpayment claim.
Il yes, proceed to #9,
Was there an [HSS €856 rE00IUT oo oo eeeeenttemreoeeresssssessossesnss oo Lt YES L1 NO

I o, CMIPS will calculate underpayments using NSI maximums, not to exceed the allowable
maximum for any given month, including previously authorized services. Proceed to Par 1l.

If yes, proceed 1o #10,

. Check («) one of the following. Reciplent Was ... L Saveraly impaired (SB[ non-severely impaired {NSH)
[t 81, CMIPS will calculate underpayments at the Si maximums, {Enter here and Part {l,
Column 7}

I NSI, CMIPS will caleulate undarpaymaents at the NSI maximums.
Proceed to Part il

TEMP 2030 {11/52)




